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Acute  Renal  Failure  Associated 
With  Use  of  Angiotensin  Converting 

Enzyme  Inhibitor — 

A Report  of  Two  Children  With  Down ’s  Syndrome 


EECHAMPATI  V.  KRISHNA,  M.D.;  ASHOK  V.  MEHTA,  M.D.; 
ARUMUGHAKUMARI  B.  SUBRAHMANYAM,  M.B.B.S.;  and  AHMAD  A.  WATTAD,  M.D. 


Introduction 

Angiotensin  converting  enzyme  (ACE)  inhibitors 
are  widely  used  in  the  treatment  of  hypertension 
and  congestive  heart  failure  (CHF).  Rarely,  they  are 
reported  to  cause  renal  dysfunction  in  adults  with 
CHF,'  dehydration,^  and  hyponatremia.^  In  the  pe- 
diatric population,  they  are  reported  to  cause  renal 
insufficiency  in  patients  with  renal  artery  stenosis"' 
and  coarctation  of  the  aorta,^  and  in  newborn  in- 
fants.^" We  describe  two  children  with  Down’s 
syndrome  and  CHF  where  acute  renal  failure  was 
probably  induced  by  ACE  inhibitor  therapy  without 
associated  renal  artery  stenosis  or  coarctation  of  the 
aorta. 

Case  Reports 

Patient  1 is  a 5-year-oId  white  boy  with  Down’s  syn- 
drome, born  with  a complete  atrioventricular  (AV)  canal.  He 
underwent  patent  ductus  arteriosus  (PDA)  ligation  at  6 
months  of  age  and  complete  repair  of  the  AV  canal  at  2 years 
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of  age.  After  surgery,  he  had  mild  to  moderate  right  CHF, 
mildly  elevated  pulmonary  vascular  resistance  (3.4  units/sq 
m),  and  moderate  tricuspid  regurgitation.  He  was  maintained 
on  oral  digoxin  (10  p-g/kg/day)  and  hydrochlorothiazide- 
spironolactone  (12.5  mg  three  times  a day,  3 mg/kg/day).  As 
his  CHF  worsened  at  5 years  of  age,  he  was  started  on  oral 
enalapril  (1.25  mg  twice  a day,  0.2  mg/kg/day)  as  a trial. 
Additionally,  he  received  oral  furosemide  1 mg/kg  once  a 
day.  At  that  time,  his  urinalysis  was  normal,  blood  urea  nitro- 
gen (BUN)  was  8 mg/dl,  serum  creatinine  0.5  mg/dl,  serum 
sodium  135  mEq/L,  potassium  6 mEq/L,  chloride  97  mEq/L, 
and  COj  27  mEq/L.  His  creatinine  clearance  was  100  ml/min 
as  calculated  by  the  Schwartz  formula  (normal  90  to  1 37  ml/ 
min).  Three  weeks  after  enalapril  therapy,  his  BUN  was  56 
mg/dl  but  serum  creatinine  determination  was  not  done.  His 
general  condition,  hydration,  and  urine  output,  however,  were 
normal,  as  were  his  vital  signs,  which  included  heart  rate  of 
108/min,  respiratory  rate  30/min,  and  blood  pressure  85/56 
mm  Hg.  Two  weeks  later  he  had  a complete  heart  block  and  a 
ventricular  rate  of  35/min,  respiratory  rate  28/min,  and  blood 
pressure  70/50  mm  Hg.  His  serum  digoxin  level  of  7.2  ng/ml 
was  corrected  by  digoxin  immune  Fab  therapy,  resulting  in 
normal  sinus  rhythm,  but  his  renal  function  deteriorated,  with 
a BUN  of  91  mg/dl  and  serum  creatinine  of  3.2  mg/dl.  At  this 
time,  his  serum  sodium  was  125  mEq/L,  potassium  7.7  mEq/L, 
chloride  92  mEq/L,  and  COj  19  mEq/L.  His  CBC  showed  a 
WBC  count  of  9,200/cu  mm,  with  no  eosinophils,  and  urinaly- 
sis showed  3 to  5 WBC/HPF.  Intravenous  amrinone  therapy 
was  started  and  his  electrolytes  returned  to  normal.  Despite 
aggressive  management,  he  remained  anuric  and  died.  Dialy- 
sis was  not  performed.  Unfortunately,  autopsy  was  denied. 
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Patient  2 is  a 5-month-old  white  girl  with  Down’s  syn- 
drome, born  at  32  weeks  gestation  (birth  weight  1.9  kg)  with 
a complete  AV  canal,  mild  hypoplasia  of  the  left  ventricle, 
PDA,  moderate  AV  valvar  insufficiency,  and  hydrops  fetalis. 
She  had  a prolonged  neonatal  hospital  course,  complicated  by 
ventilatory  dependency  for  two  months  and  CHF.  She  under- 
went PDA  ligation  and  pulmonary  artery  banding  at  2 months 
of  age.  At  5 months  of  age,  she  was  noted  to  have  cyanosis  at 
rest,  significant  biventricular  hypertrophy,  and  mild  to  mod- 
erate pericardial  effusion.  She  was  transferred  to  a tertiary 
care  center,  where  cardiac  catheterization  showed  an  end- 
diastolic  pressure  of  15  mm  Hg  in  both  ventricles  and  a pres- 
sure gradient  of  80  mm  Hg  across  pulmonary  artery  band.  Her 
medications  were  oral  digoxin  (9  p,g/kg/day  in  tvzo  divided 
doses),  oral  furosemide  (4.5  mg/kg/day  in  two  divided  doses), 
chlorothiazide  (20  mg/kg/day  in  two  divided  doses),  and 
spironolactone  (3  mg/kg/day  in  two  divided  doses)  for  CHF. 
Since  her  end-diastolic  pressure  in  both  ventricles  was  high, 
oral  captopril  was  added  to  her  regimen  by  the  tertiary  care 
center.  The  captopril  dose  was  gradually  increased  to  0.25  mg 
three  times  a day  (0.17  mg/kg/day)  without  any  problems.  At 
the  time  of  starting  captopril,  she  had  good  urine  output,  nor- 
mal urinalysis  (3  to  5 WBC  with  no  eosinophils),  and  normal 
renal  function  (BUN  of  15  mg/dl  and  serum  creatinine  0.4 
mg/dl).  As  calculated  by  the  Schwartz  formula,  her  creatinine 
clearance  was  low  at  70  ml/min.  Her  serum  sodium  was  133 
mEq/L,  potassium  4.7  mEq/L,  chloride  96  mEq/L,  and  CO2 
29  mEq/L.  Her  CBC  showed  a WBC  count  of  1 1,200/cu  mm 
with  no  eosinophils.  Additionally,  she  was  started  on  levo- 
thyroxine  sodium  25  p,g  once  a day  because  of  hypothyroid- 
ism (TSH  11.5  |xU/ml  and  free  T4  3.13  |xg).  Her  blood  pres- 
sure before  starting  ACE  inhibitors  was  85/55  mm  Hg,  which 
was  in  the  50th  percentile  for  her  age.  A week  after  beginning 
captopril  therapy,  she  was  transported  back  to  us  presumably 
stable  and  well  hydrated.  During  transportation,  she  devel- 
oped apnea,  which  initially  responded  to  bag  and  mask  venti- 
lation. Upon  arrival  at  this  center,  ventilatory  support  was 
started  because  of  respiratory  failure.  The  patient  was  found 
to  be  in  acute  renal  failure,  with  a BUN  of  80  mg/dl  and 
serum  creatinine  of  4.3  mg/dl.  She  developed  profound 
metabolic  acidosis  and  subsequently  progressed  to  asystole, 
not  responsive  to  aggressive  management.  At  autopsy,  the 
right  kidney  weighed  19  gm  and  the  left  kidney  weighed  16 
gm,  for  a total  weight  of  35  gm  (normal  for  the  child’s  size; 
37  to  38  gm).  Microscopic  examination  of  the  kidneys 
showed  normal  development  of  glomeruli  and  tubules  but 
patchy  nephrocalcinosis.  The  lungs  showed  bilateral 
bronchopneumonia  and  partial  atelectasis  of  the  left  lung.  The 
cardiac  defects  were  also  confirmed. 

Discussion 

In  addition  to  digoxin  and  diuretics,  ACE  inhibi- 
tors are  frequently  used  in  the  management  of  hy- 
pertension and  CHF  in  infants,  children, and 
adults  as  afterload  reducing  agents.  They  are  effica- 
cious and  well  tolerated,  with  minimal  side  effects 
in  children  with  or  without  renal  disease.  They  re- 
duce blood  pressure  by  inhibiting  the  enzyme 
peptidyl  dipeptidase,  thereby  blocking  the  conver- 
sion of  angiotensin  I to  angiotensin  II.  Angiotensin 
II  is  a potent  vasoconstrictor,  and  is  responsible 
for  maintaining  blood  pressure.  It  maintains  renal 
perfusion  by  causing  constriction  of  the  efferent 
glomerular  arterioles.^  When  ACE  inhibitors  are 
used  in  conditions  where  renal  function  depends  on 
the  renin-angiotensin  system,  such  as  bilateral  renal 


artery  stenosis,"^  '"*  stenosis  in  the  artery  of  a solitary 
functioning  kidney,  CHF,'  polycystic  kidney  dis- 
ease,'^ or  coarctation  of  the  aorta,^  they  can  lead  to 
renal  dysfunction  by  causing  a drop  in  the  renal 
perfusion  pressure. 

Both  our  patients  had  CHF  and  Down’s  syn- 
drome. Our  first  patient,  a 5-year-old  child,  was 
noted  to  have  a high  BUN  of  56  mg/dl  after  three 
weeks  of  enalapril  therapy  and  had  renal  failure  af- 
ter five  weeks  of  therapy.  In  contrast,  our  second 
child,  a 5-month-old  infant,  developed  acute  renal 
failure  after  one  week  of  captopril  therapy.  ACE 
inhibitor-induced  renal  failure  is  known  in  adult  lit- 
erature*'^’^''' but  has  not  been  emphasized  in  pedi- 
atric literature.  There  are  very  few  reports  of  ACE 
inhibitor-induced  renal  dysfunction  in  children.''” 
Rosa  et  al"  reported  seven  cases  of  neonatal  anuria 
with  maternal  use  of  ACE  inhibitors  during  preg- 
nancy. The  other  pediatric  reports  describe  renal  in- 
sufficiency in  premature  infants,  newborns,  and  in- 
fants less  than  4 months  of  age.''"'"  Since  ACE 
inhibitors  are  cleared  primarily  by  renal  elimina- 
tion, and  the  kidneys  are  not  fully  mature  in  prema- 
ture infants  and  neonates,  they  may  cause  prolonged 
hypotension,  resulting  in  renal  dysfunction  in  this 
age  group.'"  Our  patient  2 had  a borderline  low 
creatinine  clearance  at  the  beginning  of  ACE 
inhibitor  therapy.  It  is  not  known  to  what  extent  this 
contributed  to  her  renal  dysfunction.  However,  she 
had  no  episodes  of  hypotension  and  was  not  receiv- 
ing large  doses  of  ACE  inhibitors.  Neither  of  our 
patients  had  evidence  of  interstitial  nephritis  as  a 
cause  of  renal  dysfunction,  such  as  fever,  rash, 
eosinophilia,  or  eosinophiluria.’^  No  nephrotoxic 
drugs  were  used  in  our  patients  in  the  month  prior 
to  starting  ACE  inhibitor  therapy.  Neither  of  them 
had  any  clinical  evidence  of  sepsis  or  overwhelming 
infections. 

In  adults,  the  principal  risk  factors  for  renal  fail- 
ure are  thought  to  be  hyponatremia,  hypotension, 
volume  depletion,  and  large  doses  of  the  ACE  in- 
hibitor.^ Hyponatremia,  an  indicator  of  maximal  ac- 
tivation of  the  renin-angiotensin-aldosterone  axis,  is 
considered  the  most  useful  marker  for  renal  insuffi- 
ciency in  the  adult  population.^  Both  of  our  patients 
had  a low  normal  serum  sodium  at  the  beginning  of 
the  ACE  inhibitor  therapy.  Both  were  receiving  sig- 
nificant doses  of  diuretics  during  ACE  inhibitor 
therapy,  which  may  have  accentuated  the  borderline 
serum  sodium  and  the  impaired  auto-regulation  of 
the  renin-angiotensin  system,  resulting  in  the  low 
serum  sodium  in  our  first  child.  When  heart  block 
occurred  in  our  first  child,  he  had  both  hypona- 
tremia and  hypotension,  which  may  have  contrib- 
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uted  to  renal  failure.  Children  with  CHF  who  are 
receiving  salt-restricted  diet  and  diuretics  should  be 
carefully  monitored  for  development  of  hypo- 
natremia or  hypovolemia  during  ACE  inhibitor 
therapy.  Concurrent  use  of  potassium-sparing  di- 
uretics should  be  avoided  because  it  may  cause 
hyperkalemia.  Parents  should  be  alerted  about  the 
increased  risk  of  adverse  effects  to  the  kidney  if  the 
child  becomes  dehydrated.  In  these  situations,  it 
may  be  necessary  to  reduce  the  doses  of  diuretics 
and  ACE  inhibitors  and  may  be  necessary  to  give 
parenteral  fluid.  Even  though  both  of  our  patients 
died,  renal  failure  due  to  ACE  inhibitor  therapy  can 
be  reversible  in  some  cases. 

Various  renal  abnormalities,  including  obstruc- 
tive uropathy,  renal  hypoplasia  and  dysplasia,  nodu- 
lar renal  blastema,  and  cystic  malformation  of  col- 
lecting tubules  with  immature  glomeruli,  have  been 
reported  in  children  with  Down’s  syndrome.'®  Nei- 
ther of  our  children  with  Down’s  syndrome  had  any 
preexisting  renal  disease.  Both  of  our  patients  had 
normal  urinalysis,  and  normal  BUN  and  serum  crea- 
tinine prior  to  ACE  inhibitor  therapy.  Our  second 
child  had  a normal  gross  and  microscopic  examina- 
tion of  both  kidneys  also.  Naeye""  has  reported  that 
newborns  with  Down’s  syndrome  have  60%  fewer 
glomeruli  than  normal  newborns.  Renal  hypoplasia 
can  cause  tubular  insufficiency  and  defective  uri- 
nary concentration.  An  association  between  ACE 
inhibitor  therapy  and  acute  renal  dysfunction  has 
been  noted  in  other  bilateral  renal  diseases,  e.g., 
polycystic  kidney,'®  bilateral  renal  artery  stenosis, 
and  scleroderma.'"'  Leversha  et  aP  reported  renal 
failure  in  8 of  the  63  infants  who  were  treated  with 
enalapril  for  CHF.  Three  of  these  infants  had 
Down’s  syndrome,  complete  AV  canal,  and  CHF,  and 
died  after  developing  renal  failure.  We  suggest  that 


caution  should  be  exercised  when  using  ACE  in- 
hibitors in  children  with  Down’s  syndrome  and  CHF. 

Conclusions 

From  our  experience  and  that  of  others®'"  we 
recommend  that  the  principal  risk  group  for  renal 
failure  after  ACE  inhibitor  therapy  should  include 
neonates,  infants,  and  children  with  Down’s  syn- 
drome and  CHF.  Additionally,  these  children  should 
be  monitored  carefully  for  urine  output,  hypo- 
volemia, hyponatremia,  and  renal  failure  by  periodic 
measurement  of  BUN  and  serum  creatinine.  □ 
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Extrapulmonary  Tuberculosis 

In  Tennessee: 

Lessons  from  the  Last  Decade 

THOMAS  M.  ROY,  M.D.;  JAY  B.  MEHTA,  M.D.;  and  LEO  M.  HARVILL,  Ph.D. 


Introduction 

After  half  a century  of  consistent  decline,  the  in- 
cidence of  tuberculosis  (TB)  in  the  United  States 
increased  in  1986.  This  resurgence  finally  ended  in 
1993,  as  the  Centers  for  Disease  Control  (CDC)  re- 
ported a decline  in  the  total  number  of  active  TB 
cases  in  the  nation.  Ironically,  in  Tennessee  this 
number  rose  from  527  in  1992  to  555  in  1993. 

A previous  review  of  extrapulmonary  TB  in  Ten- 
nessee documented  an  incidence  that  was  below  the 
national  average.'  A relative  increase  in  the  per- 
centage of  extrapulmonary  cases  was  observed  but 
could  be  explained  by  a stable  number  of  extra- 
pulmonary cases  with  a declining  number  of  pulmo- 
nary cases.  As  might  be  expected,  this  has  led  to  a 
higher  percentage  of  extrapulmonary  cases. 

When  comparing  pre-acquired  immunodefi- 
ciency syndrome  (AIDS)  era  to  post-AIDS  era 
changes  in  the  United  States,  Tennessee  showed  no 
increase  in  the  percentage  of  extrapulmonary  TB 
cases. 2 Comparing  the  five-year  period  of  1977- 
1981  to  1982-1986,  in  Tennessee  extrapulmonary 
TB  remained  at  11.3%  of  the  total  cases  while  in 
the  United  States  it  increased  from  14.6%  to  16.6% 
during  the  same  period.  The  present  study  is  an  ex- 
tension of  the  statistical  analysis  comparing  the  in- 
cidence of  extrapulmonary  TB  in  Tennessee  during 
1982-1986  to  that  of  1987-1991. 

Methods 

We  reviewed  the  statistical  records  and  annual  re- 
ports of  all  TB  cases  in  Tennessee  from  1987-1991. 
Data  were  collected  from  the  available  records  of 
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Harvill),  James  H.  Quillen  College  of  Medicine,  East  Tennes.see  State  Uni- 
versity, Johnson  City,  and  the  Mountain  Home  Veterans  Affairs  Medical 
Center. 

Reprint  requests  to  Internal  Medicine,  Box  70622  James  H.  Quillen 
College  of  Medicine,  East  Tennessee  State  University,  Johnson  City,  TN 
37614-0622  (Dr.  Mehta). 


the  Tennessee  Department  of  Health  (TDH),  Divi- 
sion of  Tuberculosis  Control  in  Nashville.^  Similar 
statistics  for  the  United  States  were  obtained  from 
the  CDC. 

All  reported  cases  had  to  meet  state  and  national 
definitions  for  TB,  i.e.,  positive  smear  or  culture, 
consistent  clinical  picture,  and  favorable  response  to 
anti-TB  therapy. 

During  the  period  of  1987-1991,  there  were 
120,432  TB  cases  in  the  United  States;  21,767  of 
these  were  extrapulmonary.  In  Tennessee,  there 
were  3,002  TB  cases  during  the  same  five-year  pe- 
riod, 461  of  which  were  extrapulmonary. 

We  further  studied  extrapulmonary  TB  cases  by 
site  of  disease  and  the  percentage  of  change  in  the 
trend  of  TB  cases  with  either  human  immunodefi- 
ciency virus  (HlV)-positive  status  or  outright  AIDS. 
We  compared  these  findings  to  our  previous  data 
where  we  had  published  the  statistics  of  extrapul- 
monary TB  in  Tennessee  from  1977-1981.'  We  ob- 
tained similar  statistics  for  the  United  States  and 
compared  them  with  the  state  of  Tennessee  data. 
Comparison  of  proportions  was  made  using  chi- 
square  tests  of  independence.  P value  was  calcu- 
lated to  determine  statistical  significance. 

Results 

Since  the  data  from  each  five-year  period  were 
similar  in  terms  of  classification  by  anatomic  site, 
symptoms,  patient  race  and  age,  the  data  for  all  five 
years  were  pooled  for  further  analysis. 

Extrapulmonary  TB  in  Tennessee  declined  from 

12.0  (per  100,000  population)  in  1987  to  10.7  per 

100.000  in  1992.  However,  the  U.S.  rate  increased 
from  9.3  to  10.5  during  the  same  period. 

Out  of  the  3,002  total  TB  cases  in  Tennessee 
from  1987-1991,  461  (15.4%)  were  extrapulmoary 
(Fig.  1).  This  delayed  increase  in  the  percentage  of 
extrapulmonary  TB  in  Tennessee  from  11.3%  to 
15.4%  was  statistically  significant  (P<0.00001). 
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Figure  1.  Percentages  of  change  in  extrapulmonary  TB  - United 
States  vs.  Tennessee. 


When  the  data  were  placed  in  a graph  (Fig.  2),  it 
was  clear  that  the  percentage  of  extrapulmonary  TB 
cases  in  Tennessee  fluctuated  very  little  for  the  first 
ten  years,  and  then  increased  significantly.  During 
the  period  (1977-1986),  the  U.S.  data  showed  an 
increase  in  the  proportion  of  extrapulmonary  TB 
from  14.6%  in  the  first  five  years  (1977-1981)  to 
16.6%  in  the  next  five  years  (1982-1986),  which 
was  statistically  significant  (P<0.0001).  In  the  state 
of  Tennessee,  11.3%  of  the  total  TB  cases  were 
extrapulmonary  for  the  period,  which  remained  un- 
changed from  1977-1981  and  1982-1986. 

As  the  number  of  AIDS  cases  in  Tennessee  has 
increased,  the  number  of  TB  and  AIDS  (co-morbid- 
ity) cases  has  also  risen.  Between  1991-1993,  80 
AIDS  cases  with  concomitant  TB  were  reported  for 
the  state.  Of  these,  17  (21.2%)  had  extrapulmonary 
TB — an  increase  from  the  15.6%  recorded  for  Ten- 
nessee for  the  period  1987-1991  (Table  1). 

Thus,  an  increase  in  co-morbidity  of  AIDS  and 
TB  was  noted  in  the  last  five  years — a rather  late 
phenomenon  compared  to  the  national  statistics. 
Similarly,  an  increase  in  the  percentage  of  extra- 
pulmonary TB  in  Tennessee  was  delayed  when 
compared  to  the  national  trend  (Fig.  1). 

Discussion 

During  the  last  few  years,  the  proportion  or  per- 
centage of  extrapulmonary  TB  cases  in  Tennessee 
has  been  increasing  (Fig.  2).  Most  of  these  cases 
involve  pleural  or  lymphatic  TB.  The  epidemiologic 
pattern  of  this  increase  in  extrapulmonary  TB  in 
Tennessee  has  followed  the  national  trend  with  a 
lag  time  of  about  four  or  five  years,  a delay  similar 
to  that  noticed  in  the  AIDS  epidemic.  The  number 
of  AIDS  cases  started  to  rise  in  Tennessee  a few 
years  after  the  full  impact  of  the  AIDS  epidemic 
was  appreciated  in  the  United  States  in  1981-1985. 
Similar  “delayed  effect”  was  noticed  in  an  epidemic 
of  viral  hepatitis  in  West  Tennessee.'* 
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1977  1978  1979  1980  1981  1982  1983  1984  1985  1985  1987  1988  1989  1990  1991  1992 


Extra-pulm.  TB 
Total  TB 
Extra-pulm.  TB 
as  y->o1  Total 


1977-1981 

455 

4023 

11.3% 


1962-1966 

356 

3149 

11.3% 


1987-1991 

461 

3002 

15.4% 


Figure  2.  Percentages  of  extrapulmonary  TB  in  Tennessee,  1977- 
1991. 


From  our  study,  it  appears  that  changes  in  na- 
tional trends  for  TB  and  other  communicable  dis- 
eases can  be  taken  as  reliable  indicators  of  what  lies 
ahead  for  Tennessee.  Such  awareness  would  allow 
appropriate  reallocation  of  public  health  resources 
and  should  assist  health  departments  in  implement- 
ing corresponding  program  modifications  in  order 
to  meet  the  challenges  in  a timely  fashion. 

Despite  a decrease  in  the  total  number  of  cases 
of  TB  in  Tennessee,  our  state  ranks  tenth  in  the 
nation  for  reportable  cases  (10.7  per  100,000  popu- 
lation in  1992).  The  actual  number  of  individuals 
with  extrapulmonary  expression  of  this  potentially 
fatal  infection  has  increased  during  the  last  decade. 

In  1983,  the  diagnosis  of  extrapulmonary  TB  was 
generally  based  on  finding  epithelioid  cell  granulo- 
mas on  histologic  examination  of  tissue  or  AFB  on 
smear  or  culture.  In  special  cases,  the  diagnosis  was 
that  of  exclusion  based  on  a patient’s  clinical  re- 
sponse to  antitubercular  therapy.  Approximately 
80%  of  cases  of  extrapulmonary  TB  were  smear-  or 
culture-positive.  In  1992,  the  cases  included  for 
analysis  showed  a comparable  rate  of  bacterial  con- 
firmation at  81%.  The  implication  is,  of  course,  that 
the  number  of  persons  diagnosed  with  extrapul- 
monary TB  is  real  and  not  an  effect  of  applying 
different  inclusion  criteria. 

From  1977-1986,  the  U.S.  data  showed  an  in- 
crease in  the  proportion  of  extrapulmonary  TB 
cases  from  14.6%  in  the  first  five  years  (1977-1981) 
to  16.6%  in  the  next  five  years  (1982-1986),  which 
was  statistically  significant  (P<0.0001).  In  the  state 
of  Tennessee,  however,  only  11.3%  of  the  total  TB 
cases  reported  for  that  interval  were  extrapul- 
monary. This  percentage  remained  unchanged  from 
1977-1981  to  1982-1986.' 
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TABLE  1 


EXTRAPULMONARY  TUBERCULOSIS  BY  SITE  - TENNESSEE,  1983-1992 


1983 

1984 

1985 

1986 

1987 

1988 

1989 

1990 

1991 

1992 

Pleural 

8 

23 

17 

20 

32 

37 

32 

31 

33 

23 

Lymphatic 

14 

11 

8 

18 

9 

12 

17 

16 

17 

23 

Bone 

9 

6 

5 

16 

13 

14 

13 

18 

8 

18 

Genitourinary 

11 

7 

7 

10 

8 

13 

8 

8 

5 

7 

Miliary 

6 

2 

4 

13 

3 

6 

5 

11 

7 

4 

Meningeal 

5 

2 

0 

8 

5 

4 

3 

2 

3 

2 

Peritoneal 

3 

4 

2 

3 

3 

2 

2 

1 

2 

5 

Other 

7 

6 

15 

6 

6 

16 

14 

10 

12 

9 

All  TB  Cases 

645 

602 

568 

597 

609 

620 

601 

598 

574 

526 

Extrapulmonary  TB  Cases 

63 

61 

58 

94 

79 

104 

94 

97 

87 

91 

Percentage 

9.8 

10.1 

10.2 

15.7 

13.0 

16.8 

15.6 

16.2 

15.2 

17.3 

AIDS  + TB  Cases 

NA 

NA 

NA 

NA 

6 

14 

8 

13 

22 

22 

Tuberculosis  of  the  Lymph  Nodes'.  Tuberculous 
lymphadenopathy  is  the  most  common  form  of 
extrapulmonary  TB  outside  the  thorax.  In  our  study, 
17.0%  of  all  extrapulmonary  TB  cases  were  lym- 
phatic (Fig.  3).  The  sites  most  commonly  affected 
are  the  cervical  and  supraclavicular  lymph  nodes, 
followed  by  the  inguinal  and  axillary  chains.  In  ap- 
proximately 80%  of  patients,  only  a single  group  of 
nodes  is  involved.  These  nodes  are  tender  during 
enlargement,  but  eventually  soften,  coalesce,  and 
become  painless.  Matting  of  the  nodes  is  a common 
phenomenon  secondary  to  periadenitis  and  is 
thought  to  be  an  important  diagnostic  clue  in  recog- 
nizing tuberculous  lymphadenitis.  Sloughing  and 
drainage  may  occur  in  a minority  of  patients.^ 
Computerized  tomography  has  been  used  to  dis- 
tinguish cervical  tuberculous  lymphadenitis  from 
lymphadenopathy  due  to  other  causes.  The  scan 
usually  shows  a central  low  density  with  peripheral 
rim  enhancement  that  tends  to  be  thicker  and  more 
irregular  than  neoplastic  lymphadenopathy.^’^ 

An  involved  lymph  node  is  typically  enlarged 
and  approachable  for  biopsy.  Fine-needle  aspiration 
with  cytologic  examination  of  the  specimen  is  the 
initial  diagnostic  procedure.  This  approach  is  less 
expensive  and  less  invasive  than  excisional  node 
biopsy,  which  may  require  hospitalization.  The 
presence  of  caseous  necrosis  and  epithelioid  cells  is 
the  most  characteristic  feature  in  aspirated  smears. 
Acid-fast  bacilli  are  recognized  45%  of  the  time.* 
Cultures  are  positive  for  Mycobacterium  tuberculo- 
sis in  35%  to  60%  of  specimens.^ 

Miliary  Tuberculosis:  Recent  reports  indicate 
striking  changes  in  the  age  of  those  developing  mil- 
iary TB.  There  has  been  a decreased  incidence  in 
children,  and  an  increase  in  older  patients.  In 
our  study,  32  out  of  47  cases  (68.1%)  of  miliary  TB 
occurred  in  patients  above  the  age  of  50,  with  only 


four  cases  in  children.^  In  some  of  these  cases,  de- 
creased host  defenses  may  have  been  a contributing 
factor. In  addition  to  age,  cancer,  chemotherapy 
and/or  radiation  therapy  for  cancer,  immunosup- 
pressive therapy,  malnutrition,  and  chronic  renal 
failure  are  causes  of  decreased  host  defenses.  Un- 
like others,''’’^  we  did  not  find  a significant  sex 
difference,  but  like  others, we  found  that  rela- 
tively more  blacks  than  whites  had  miliary  TB. 

Tuberculous  Meningitis:  While  tuberculous  men- 
ingitis continues  to  be  seen  in  children,  10  patients 
out  of  18  (55.6%)  were  above  the  age  of  50.  Out  of 
six  children  with  meningeal  TB,  four  were  nonwhite, 
a finding  consistent  with  others  in  the  literature.*^ 
Meningeal  TB  in  the  elderly  is  frequently  a diffi- 
cult diagnosis.  “Failure  to  thrive”  or  depression  as 
presenting  symptoms  may  mislead  the  clinician 
from  the  true  diagnosis  of  tuberculous  meningitis. 

Genitourinary  Tuberculosis:  Some  reports  indi- 
cate that  genitourinary  TB  has  declined  as  rapidly 
as  pulmonary  TB,  and  our  five-year  experience 
showed  an  even  greater  decline  in  genitourinary 
TB,  the  reason  for  which  is  unclear.  During  the 
five-year  period  of  1982-1986,  14.6%  of  all  extra- 
pulmonary TB  cases  were  genitourinary,  whereas 
for  1987-1991,  the  incidence  fell  to  8.9%,  a drastic 
and  statistically  significant  decrease  (F=0.0146). 

Bone/Joint  Tuberculosis:  There  were  74  patients 
with  bone/joint  TB  during  the  period  of  1987-1991, 
constituting  15.2%  of  the  total  extrapulmonary 
cases,  with  equal  sex  distribution.  This  is  consistent 
with  other  reports  in  the  literature.*^  While  the  di- 
agnosis of  bone/joint  TB  has  become  easier  with 
the  aid  of  the  computed  axial  tomography  (CT) 
scan  and  magnetic  resonance  imaging  (MRI),  treat- 
ment often  requires  surgical  intervention. 

Pleural  Tuberculosis:  Thirty-four  percent  of  all 
extrapulmonary  TB  cases  during  1987-1991  were 
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‘Statistically  significant  decline 
x2  = 18.7245 
df  = 7 
p = 0.0091 

Figure  3.  Percentages  of  extrapulmonary  TB  by  site  - Tennessee, 
1982-1986  vs.  1987-1991. 

pleural.  This  form  of  the  disease  is  commonly  asso- 
ciated with  pulmonary  TB.  Clinical  presentations 
include  pleural  pain,  effusion,  and,  rarely,  empyema. 
Pleural  fluid  examinations  generally  show  high  pro- 
tein, high  LDH,  and  low  glucose  levels.  Mesothelial 
cells  are  usually  absent.  Lymphocytosis  is  fre- 
quently noted,  but  many  polymorphonuclear  cells 
may  be  present  in  the  acute  phase.  Smears  for  acid- 
fast  bacilli  are  rarely  positive,  but  cultures  for  my- 
cobacteria are  positive  in  50%  of  the  cases.  Pleural 
biopsy  increases  the  diagnostic  yield. 

Elderly  patients  with  primary  TB  often  have 
pleural  effusion.  Hence,  if  a nursing  home  resident 
has  a pleural  effusion,  TB  should  be  considered. 
Since  primary  tuberculous  infection  generally  im- 
plies a recent  exposure,  another  active  or  contagious 
case  of  TB  should  be  sought  in  the  vicinity. 

Tuberculosis  of  Other  Sites:  The  incidence  of  TB 
of  customarily  rare  sites,  i.e.,  skin,  eye,  and  ear, 
seems  to  have  increased.  In  our  study,  this  fraction 
increased  to  12.1%  for  the  years  1987-1991  from 


9.6%  for  the  previous  five-year  period,  though  this 
increase  was  not  statistically  significant  (P=0.1741). 
Such  a trend  has  also  been  seen  nationally,  and  may 
be  due  to  the  growing  prevalence  of  HIV-related 
TB  (Fig.  3). 

Treatment  of  Extrapulmonary  Tuberculosis 

The  treatment  of  extrapulmonary  TB  involves 
the  same  bactericidal  agents  used  in  treating  pulmo- 
nary TB.  Site  of  the  disease  appears  to  be  less  im- 
portant since  the  bacterial  burden  is  generally 
smaller  in  extrapulmonary  TB.  Agents  such  as 
isoniazid  (INH),  rifampin  (RIF),  and  pyrazinamide 
(PZA)  penetrate  tissues  well  and  attain  levels  suffi- 
cient to  kill  the  organisms.  Nine  months  of  two- 
drug  therapy  with  INH  and  RIF,  or  six-month 
therapy  with  initial  intensive  four-drug  therapy  for 
two  months,  generally  show  success.'^  With  con- 
comitant HIV  infections,  TB  therapy  should  con- 
tinue for  a minimum  of  12  months.  Directly  observed 
therapy  may  be  the  best  method  to  assure  compliance. 
The  response  to  treatment  is  quite  favorable  in  90% 
to  95%  of  cases.  When  treating  tuberculous  lympha- 
denitis, the  clinician  must  recognize  that  tubercu- 
lous lymph  nodes  can  transiently  enlarge  during 
therapy. This  does  not  imply  relapse  or  treatment 
failure,  but  is  attributed  to  cellular  reaction  to  the 
by-products  of  mycobacterial  disintegration.  After 
successful  treatment,  approximately  10%  of  patients 
are  left  with  residual  nodes  larger  than  10  mm.  Ini- 
tial lymph  node  excision  does  not  seem  to  improve 
outcome,  and  is  reserved  for  diagnostic  purposes 
and  for  the  minority  of  patients  with  discomfort  due 
to  large  nodes  that  are  tense,  fluctuant,  or  drain- 
ing.'* Tuberculosis  of  the  bone  and  joints  frequently 
requires  surgical  intervention. 

Effect  of  AIDS  Epidemic 

The  number  of  extrapulmonary  TB  cases  in  the 
United  States  remained  fairly  constant  for  decades 
until  the  onset  of  the  AIDS  epidemic,  which 
brought  with  it  a national  increase  in  both  the  actual 
number  and  the  percentage  of  extrapulmonary  TB. 
Patients  with  AIDS  and  concurrent  TB  have  a 
higher  incidence  of  extrapulmonary  involvement.'^ 
This  accounted  for  the  dramatic  increase  in  the  per- 
centage of  extrapulmonary  TB  cases  in  the  United 
States  when  pre-AIDS  era  (1977-1981)  was  com- 
pared with  post-AIDS  era  (1982-1986)  (Fig.  1).' 

In  Tennessee,  extrapulmonary  TB  as  the  percent- 
age of  total  cases  increased  slightly  over  the  years 
as  the  incidence  of  pulmonary  TB  continued  to  de- 
cline. However,  comparison  of  the  post-AIDS  era 
with  the  pre-AIDS  era  showed  no  difference  in  the 
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percentage  of  extrapulmonary  TB  cases.'  Now  the 
trend  has  changed.  From  our  current  study,  it  is  ap- 
parent that  the  percentage  of  extrapulmonary  TB 
cases  is  increasing  in  both  the  United  States  and  the 
state  of  Tennessee. 

Tuberculosis  is  one  of  the  major  diseases  associ- 
ated with  HIV  infection,  frequently  being  the  first 
opportunistic  infection.  It  may  occur  even  before 
the  total  T-cell  count  drops  below  400.  In  1988, 
extrapulmonary  TB  in  persons  known  to  be  HIV 
seropositive  represented  32%  of  the  national 
extrapulmonary  cases. In  1987,  the  CDC  revised 
the  definition  of  AIDS  to  recognize  the  coexistence 
of  extrapulmonary  TB  as  a diagnostic  criterion. 
This  revision  of  definition  for  the  diagnosis  of 
AIDS  not  only  affects  the  clinical  management,  but 
also  current  procedural  terminology  (CPT)  codes 
and  third  party  payment. 

The  frequency  of  infection  with  TB  and  HIV 
varies  by  region,  reflecting  the  degree  to  which  the 
population  adopts  behavior  that  puts  them  at.  risk 
for  HIV  infection.’  An  epidemiologic  association 
between  AIDS  and  TB  in  Tennessee  has  been  re- 
corded since  1988.  The  total  number  of  HlV-posi- 
tive  patients  with  extrapulmonary  TB  in  Tennessee 
does  not  fully  explain  the  dramatic  increase  in  the 
percentage  of  extrapulmonary  TB  cases.  Such  a 
phenomenon  of  increasing  number  of  extrapul- 
monary cases  has  been  observed  in  other  areas  as 
well.-'  Extrapulmonary  TB  is  most  often  found  in 
minorities,  and  tends  to  occur  among  a younger  age 
group.  Clinical  signs  and  symptoms  frequently  de- 
pend upon  the  site  of  involvement.  Unless  clinicians 
maintain  a high  index  of  suspicion,  this  diagnosis  is 
easily  missed.  Regardless  of  the  exact  etiology,  the 
increasing  percentage  of  extrapulmonary  TB  cases 
in  Tennessee  is  a major  change  in  the  epidemiology 
of  TB.  Awareness  of  these  changes  is  crucial  for 
primary  care  physicians  and  specialists  encounter- 
ing such  cases.  Increased  awareness  may  lead  to 
prompt  diagnosis  and  treatment. 

Summary 

In  conclusion,  extrapulmonary  TB  remains  a sig- 
nificant fraction  of  the  total  TB  cases  in  Tennessee. 


During  the  last  few  years,  the  percentage  of  extra- 
pulmonary TB  in  Tennessee  has  been  on  the  in- 
crease. Understanding  these  changes  in  the  epidemi- 
ology of  extrapulmonary  TB  will  help  the  clinician 
in  making  a prompt  diagnosis,  leading  to  appropri- 
ate therapy.  Understanding  the  changing  trends  at 
the  national  level  may  aid  state  health  departments 
in  reorganizing  disease  control  programs,  thus,  fa- 
cilitating the  eradication  of  TB  and  other  communi- 
cable diseases  in  Tennessee.  □ 

Acknowledgments 

The  authors  thank  Dr.  Kerry  Gateley  and  the  staff  of 
the  Tuberculosis  Control  Program,  Tennessee  Department 
of  Health,  Nashville,  for  their  kind  cooperation,  and  Ms. 
Tan's  Whitson  Tipton  for  technical  assistance. 

REFERENCES 

1.  Mehta  JB.  Dull  A,  Harvill  L,  et  al:  Epidemiology  of  extrapulmonary  tuberculo- 
sis: a comparative  analysis  with  pre-AIDS  era.  Chest  99:1134-1138,  1991. 

2.  Mehta  JB,  Kasprzyk  D.  Harvill  LM,  et  al:  Extrapulmonary  tuberculosis  in  Ten- 
nessee from  1977-1981:  a review  of  statistical  analysis.  J Tenn  Med  Assoc  78:271-275, 
1985. 

3.  Gateley  K:  Annual  Reports:  1987-1993.  Division  of  Tuberculosis  Control,  Ten- 
nessee Department  of  Health  and  Environment,  1993,  pp  2-20. 

4.  Communicable  Disease  Control  Section,  Tennessee  Department  of  Health.  Hepa- 
titis A outbreak  in  Shelby  County.  EPI-NEWS  1(2):  1-2,  1995. 

5.  Thompson  MM,  Underwood  MJ,  Sayers  RD.  et  al:  Peripheral  tuberculous 
lymphadenopathy:  a review  of  67  cases.  Br  J Surg  79:763-764,  1992. 

6.  Lee  Y,  Park  KS,  Chung  SY:  Cervical  tuberculous  lymphadenitis:  CT  findings. 
J Compuf  Assist  Tomogr  18:370-1375,  1994. 

7.  Dandapal  MC.  Mi.schra  BM,  Da.sh  SP,  et  al:  Peripheral  lymph  node  tuberculosis: 
a review  of  80  cases.  Br  J Surg  77:91 1-912,  1990. 

8.  Dasgupta  A,  Ghosh  RN,  Poddar  AK,  et  al:  Fine  needle  aspiration  cytology  of 
cervical  lymphadenopathy  with  special  reference  to  tuberculosis.  J Indian  Med  Assoc 
92:44-46.  1994. 

9.  Gupta  SK,  Chugh  TD.  Sheikh  ZA,  et  al:  Cytodiagnosis  of  tuberculous 
lymphadenitis;  a correlative  study  with  microbiologic  examination.  Acta  Cytol  37:329- 
332.  1993. 

10.  Gelb  AF,  Lefller  C,  Brewin  A,  et  al:  Miliary  tuberculosis.  Am  Rev  Respir  Dis 
108:1327-1333,  1973. 

11.  Linell  F.  Ostberg  G:  Tuberculosis  in  autopsy  material,  with  .special  reference  to 
cases  not  discovered  until  necropsy.  Scand  J Respir  Dis  47:200-208,  1966. 

12.  Alvarez  S.  McCabe  WR:  Extrapulmonary  tuberculosis  revisited:  a review  of 
experience  at  Boston  City  and  other  hospitals.  Medicine  63:25-55,  1984. 

13.  Munt  PW:  Miliary  tuberculo.sis  in  the  chemotherapy  era:  with  a clinical  review 
in  69  American  adults.  Medicine  51:139-155,  1972. 

14.  Jacques  J,  Sloan  JM;  The  changing  pattern  of  miliary  tuberculosis.  Thorax 
25:237-240,  1970. 

15.  Gor.se  GJ,  Pais  MJ,  Kusske  JA,  et  al:  Tuberculous  .spondylitis:  a report  of  six 
cases  and  a review  of  the  literature.  Medicine  62:178-193,  1983. 

16.  Dutt  AK.  Stead  WW:  Treatment  of  extrapulmonary  tuberculosis.  Semin  Respir 
/n/ecr  4:225-231,  1989. 

17.  Deitel  M,  Bendago  M.  Krajden  S,  et  al:  Modern  management  of  cervical 
scrofula.  Head  Neck  11:60-66,  1989. 

18.  Campbell  lA;  The  treatment  of  .superficial  tuberculous  lymphadenitis.  Tubercle 
71:1-3,  1990. 

19.  Mehta  JB.  Morris  F:  Impact  of  HIV  infection  on  mycobacterial  disease.  Am 
Fam  Physician  45:2203-2211,  1992. 

20.  Braun  MM,  Byers  RH,  Heyward  WL,  et  al:  Acquired  immunodeficiency  .syn- 
drome and  extrapulmonary  tuberculosis  in  the  United  States.  Arch  Intern  Med 
150:1913-1916,  1990. 

21.  Iverson  DA,  Hurley  B,  Pueringer  R:  Mycobacterium  Tuberculosis  epidemiology 
in  South  Dakota.  S D J Med  47:81-84,  1994. 


TENNESSEE  MEDICAL  ASSOCIATION 
161  ST  ANNUAL  MEETING 
April  11-14,  1996 
Hyatt  Regency  Hotel,  Knoxville 


12 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Trauma  Rounds 


Open  Pelvic  Fracture:  Delayed  Diagnosis 

JOHN  T.  PROMES,  M.D.  and  JOHN  A.  MORRIS  JR.,  M.D. 


Introduction 

Open  pelvic  fractures  (OPF)  are  generally  associ- 
ated with  severe  multisystem  trauma.  While  exsan- 
guinating hemorrhage  from  an  OPF  is  evident  on  ad- 
mission, small  tears  of  the  rectum,  vagina,  and  urethra 
may  be  missed.  Delayed  diagnosis  necessitates  an  ag- 
gressive management  protocol  in  order  to  minimize 
subsequent  morbidity  and  improve  functional  outcome. 
We  present  a report  of  a pelvic  fracture  complicated  by 
a delayed  diagnosis  of  a vaginal  tear. 

Case  Report 

The  patient  is  a 32-year-old  woman  involved  in  a motor 
vehicle  crash.  She  was  an  unrestrained  driver  who  had  lost 
consciousness  and  had  hypotension  both  at  the  scene  and  re- 
ferring facility.  She  was  intubated  at  the  outside  hospital  and 
transferred  to  Vanderbilt  University  Medical  Center  via  heli- 
copter. On  arrival  to  the  trauma  unit,  the  patient  was  tachy- 
cardiac,  normotensive,  and  chemically  paralyzed.  Her  chest 
and  abdominal  examination  were  unremarkable.  She  had  bi- 
lateral hip  and  thigh  ecchymosis  and  her  pelvis  was  stable  but 
tender  when  rocked.  A small  amount  of  blood  was  noted  in 
the  vagina  when  the  Foley  catheter  was  inserted.  Her  rectal 
examination  was  normal.  Other  injuries  included  a concussion 
with  normal  head  CT  on  admission,  small  right  apical 
pneumothorax,  right  acetabular  and  sacral  fracture,  left  infe- 
rior and  superior  pubic  rami  fractures  (Fig.  1),  and  a third 
lumbar  transverse  process  fracture. 

She  was  admitted  to  the  surgical  intensive  care  unit  where 
she  was  hemodynamically  unstable.  She  required  placement 
of  a pulmonary  artery  catheter,  large  volume  crystalloid  re- 
suscitation, and  four  units  of  packed  red  blood  cells  within 
the  first  12  hours.  On  her  second  hospital  day,  the  patient’s 
right  upper  extremity  became  paralyzed.  A follow-up  head 
CT  showed  multiple  left  hemispheric  infarcts.  Subsequent  ca- 
rotid duplex  demonstrated  no  evidence  of  intimal  damage, 
and  echocardiogram  showed  no  vegetations  or  valvular  ab- 
normalities. Because  of  her  pelvic  fractures  and  cerebral 
infarcts,  heparin  was  not  started. 

On  the  fourth  hospital  day,  the  patient’s  WBC  count  was 
16,000/cu  mm  and  she  was  febrile  to  38.9°C.  At  this  point, 
broad-spectrum  antibiotics  were  started  and  routine  cultures 
of  urine,  blood,  and  sputum  were  taken.  On  close  examination 
the  patient  had  skin  discoloration  and  bullae  over  her  lateral 
thighs  bilaterally.  These  areas  were  incised  and  hematomas 
were  unroofed  on  both  sides.  There  was  also  necrotic  fat  and 
tissue  within  these  wounds.  At  that  time  an  exploratory 
celiotomy  and  rigid  sigmoidoscopy  showed  no  pathology,  but 


From  the  Division  of  Trauma,  Section  of  Surgical  Sciences,  Vanderbilt 
University  Medical  Center,  Nashville. 


Figure  1.  Pelvic  roentgenogram  showing  a left  superior  and  inferior 
pubic  rami  fracture,  and  a right  sacrai  fracture. 


speculum  examination  of  the  vagina  revealed  a laceration  on 
the  left  lateral  wall  through  which  the  fractured  pubic  rami 
could  be  palpated.  After  aggressive  debridement  of  the  thigh 
wounds,  the  orthopedic  service  then  washed  out  her  pelvis. 
Her  vaginal  laceration  was  repaired  primarily  with  interrupted 
absorbable  sutures. 

The  patient  continued  taking  broad-spectrum  antibiotics, 
and  cultures  eventually  grew  Staphylococcus  aureus. 
Pseudomonas,  and  Xanthomonas  maltophilia.  She  returned  to 
the  operating  room  for  further  debridement  on  the  6th,  8th, 
13th,  and  15th  days  of  hospitalization.  Between  operations 
bedside  debridements  and  dressing  changes  were  done.  On 
hospital  day  28,  the  plastic  surgery  service  performed  one 
final  debridement  and  covered  her  open  thigh  wounds  with  a 
split  thickness  skin  graft.  More  than  90%  of  the  graft  was 
successful. 

The  patient  was  extubated  on  her  31st  hospital  day  and 
transferred  to  the  surgical  step-down  unit  two  days  later.  Be- 
cause of  her  dense  right  upper  extremity  hemiplegia  and  non- 
weight bearing  status,  the  patient  was  discharged  to  a skilled 
nursing  facility  after  54  days  in  the  hospital. 

Discussion 

Pelvic  fractures  can  be  one  of  the  most  demanding 
injuries  to  treat.  The  typical  pelvic  fracture  patient  has 
1.89  to  2.95'  associated  injuries  with  up  to  50%  having 
intra-abdominal  injuries.'^  Pelvic  fractures  can  be  clas- 


JANUARY,1996 


13 


sified  according  to  the  pattern  of  fracture,^  with  the 
type  III  fractures  being  the  most  severe: 


• type  I — 

• type  n — 

• type  III  — 


• type  IV  — 


Fractures  of  individual  bones  without 
a break  in  the  pelvic  ring 
Single  break  in  the  pelvic  ring 
Double  breaks  in  the  pelvic  ring 
vertical  fractures/dislocations  of  the 
pubis  (straddle  fracture) 
vertical  fractures/dislocations  of  the 
pelvis  (malgaigne  fracture) 
open  book 
Acetabular  fractures 


An  OFF  is  defined  as  a pelvic  fracture  associated 
with  violation  of  the  skin,  genitourinary,  or  gastrointes- 
tinal system.  Clues  that  an  OFF  exists  are  several. 
First,  types  I and  II  fractures  have  less  propensity  for 
an  adverse  outcome.  Type  III  fractures,  on  the  other 
hand,  should  raise  one’s  suspicion  of  associated  inju- 
ries and  potential  for  OFF.  Next,  any  blood  in  the  va- 
gina or  at  the  urethral  meatus  should  suggest  that  fur- 
ther investigation  is  needed.  Finally,  given  that  the 
female  urethra  is  shorter  and  not  fixed  in  position  as 
the  male  urethra  is,  any  tears  in  the  female  urethra 
should  warn  of  the  likely  possibility  of  a vaginal  tear.’*  '* 

Vaginal  laceration  accompanying  a pelvic  fracture 
is  a relatively  rare  complication.  In  a review  of  114 
pelvic  fractures  in  women  over  a ten-year  period, 
Neimi  and  Norton^  found  only  four  patients  with  a 
vaginal  laceration.  Vaginal  injuries  vary  according  to 
the  mechanism  of  injury.^  While  a small  laceration  or 
puncture  wound  may  be  caused  by  a simple  fracture  of 
the  pubic  ramus,  the  more  serious  vertical  shear 
(straddle  and  malgaigne)  and  open  book  fractures  may 
cause  complete  transection  or  longitudinal  tearing  of 
the  vagina. 

Though  closed  pelvic  fractures  have  a mortality  of 
9%  to  30%, the  mortality  of  OFF  is  anywhere  be- 
tween 15%  and  60%. Thus,  it  is  imperative  that  an 
aggressive  stance  be  taken  with  any  patient  with  a sus- 
pected or  documented  OFF.  In  the  resuscitation  bay,  a 
simple  rectal  and  manual  pelvic  examination  should  be 
a part  of  the  initial  workup  of  any  female  trauma  pa- 
tient. Any  bony  fragments,  blood,  or  lacerations  should 
then  be  further  investigated  with  rigid  sigmoidoscopy 
or  vaginal  speculum  examination.^  Sometimes  it  may 
be  necessary  to  examine  the  patient  in  the  operating 
room  under  general  anesthesia  to  allow  an  adequate 
view  of  these  areas. 

Regardless  of  the  timing  of  diagnosis  or  origin  of 
OFF,  the  principles  of  management  remain  the  same. 


Operative  examination  with  debridement  is  the  first 
and  most  important  step.  Rectal  tears,  rectovaginal 
tears,  and  large  vaginal  tears  with  repeated  fecal  soil- 
age  require  colostomy  and  rectal  irrigation  to  divert  the 
fecal  stream  and  stop  contamination  of  the  pelvic 
hematoma.'*’®  Broad-spectrum  antibiotics  are  needed  to 
cover  the  wide  variety  of  gram-positive  and  gram-nega- 
tive aerobic  and  anaerobic  organisms  that  frequently 
reside  in  OFF.  Repeated  surgical  debridement  is  the 
next  step  in  managing  OFF.  These  are  best  performed 
in  the  operating  room  for  the  first  several  days,  after 
which  bedside  debridements  are  usually  adequate.  Fre- 
quently these  repeated  debridements  will  leave  large 
soft  tissue  defects.  At  this  point  in  the  patient’s  care  it 
may  be  necessary  to  involve  other  surgical  disciplines 
to  assist  in  covering  or  closing  these  wounds.  Split 
thickness  skin  grafts,  muscle  flaps,  and  rarely  primary 
closure  have  all  been  employed  to  do  this.® 

Throughout  this  process,  aggressive  physiologic 
support  is  required.  A pulmonary  artery  catheter  will 
assist  in  assessing  volume  status  and  maximizing  oxy- 
gen delivery  in  the  acute  period.  Advanced  ventilator 
techniques,  including  pressure  control  and  high  FEEF, 
may  be  necessary  to  treat  the  pulmonary  contusions 
and  adult  respiratory  distress  syndrome  (ARDS)  that 
accompany  OFF.  Hypovolemia  should  be  treated 
promptly  to  avoid  both  hypotension  and  subsequent  re- 
nal failure.  The  need  for  nutrition,  in  this  high  catabolic 
state,  may  necessitate  the  use  of  parenteral  and  enteral 
feeds.  Finally,  anticipating  and  protecting  against  stress 
ulcers  and  DVTs  cannot  be  stressed  enough. 

Conclusion 

Though  OFF  is  a demanding  injury  to  manage,  it  is 
clear  that  a definitive  plan  of  action  is  needed  when 
the  diagnosis  is  made.  Frompt  and  frequent  surgical 
attention,  antibiotics,  reconstruction,  progressive  cri- 
tical care,  and  rehabilitation  are  all  essential  elements 
in  assisting  the  patient  on  the  road  to  a functional 
recovery.  □ 
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A Veteran  With  Eosinophilia 


Case  Report 

A 46-year-old  male  veteran  of  the  Vietnam  War  with  a 
past  medical  history  of  schizophrenia  and  gastrointestinal 
bleeding  presented  himself  to  the  Nashville  Veterans  Admin- 
istration Medical  Center  to  arrange  follow-up  care  after  mov- 
ing from  Arizona  to  Tennessee.  He  complained  of  recurrent 
episodes  of  wheezing  and  cough  productive  of  yellow  sputum 
that  had  occurred  every  two  months  for  the  last  15  years.  He 
denied  fever,  weight  loss,  and  night  sweats.  He  had  no  aller- 
gies to  medications  or  food.  He  currently  smoked  30  ciga- 
rettes per  day  and  had  done  so  for  the  past  30  years.  Ten 
years  ago,  he  had  been  told  that  he  had  asthma,  and  theophyl- 
line, inhaled  metaproterenol,  inhaled  beclomethasone,  inhaled 
cromolyn,  and  cimetidine  were  prescribed,  which  he  took 
regularly.  His  pulmonary  exacerbations  were  treated  with  re- 
peated courses  of  amoxicillin.  He  had  recently  been  given  a 
five-day  course  of  prednisone  without  improvement. 

Physical  examination  revealed  a temperature  of  97.2°F, 
blood  pressure  116/82  mm  Hg,  pulse  88/min,  and  respira- 
tions 16/min.  His  frontal  and  maxillary  sinuses  were  non- 
tender to  percussion,  tympanic  membranes  were  clear,  and  his 
oropharynx  was  without  erythema  or  drainage.  There  was  no 
lymphadenopathy.  Diffuse  expiratory  wheezes  were  audible 
in  all  lung  fields.  Heart  sounds  were  regular,  and  the  abdomi- 
nal examination  was  normal. 

Initial  laboratory  findings  revealed  a WBC  count  of 
9,950/cu  mm  with  a differential  of  54%  neutrophils,  20% 
lymphocytes,  10%  mononuclear  cells  and  16%  eosinophils, 
and  hematocrit  50%.  Chest  radiograph  showed  moderate 
hyperexpansion  of  the  lungs  with  linear  scarring  at  the  left 
base.  Pulmonary  function  tests  revealed  a forced  vital  capac- 
ity of  4.05  L (84%  predicted)  and  an  FEV,  of  2.22  L (61% 
predicted).  Review  of  his  previous  medical  records  revealed  a 
WBC  count  of  9,700/cu  mm  with  18%  eosinophils  three  years 
earlier. 

His  peripheral  eosinophilia  prompted  examination  of  a 
stool  specimen  for  ova  and  parasites.  Strongyloides 
stercoralis  larvae  were  identified  and  thiabendazole  25  mg/kg 
orally  twice  daily  for  five  doses  was  prescribed.  He  was 
counselled  in  smoking  cessation  and  six  weeks  later  his  pul- 
monary symptoms  had  improved.  Repeat  WBC  count  was 
7,300/cu  mm  with  6%  eosinophils.  Stool  examination  did  not 
reveal  larvae. 

Discussion 

Strongyloides  stercoralis  is  a nematode  that  is  en- 
demic in  the  southeastern  United  States,  Southeast 
Asia,  and  Brazil.  Infection  with  this  parasite  was  first 
described  in  French  soldiers  returning  from  Southeast 
Asia  in  1896.*  Adult  worms  live  in  soil  and  produce 
larvae,  which  can  infect  humans  when  in  the  filariform 
stage.  The  organism  penetrates  the  skin,  causing  a lo- 
calized urticarial  reaction  and  distinctive  skin  lesions 
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termed  “larva  currens.”  The  parasite  is  then  carried  via 
lymphatics  to  the  venous  circulation,  and  from  there  is 
deposited  in  the  lungs.  After  penetrating  the  air  spaces, 
larvae  travel  up  the  airway  and  are  swallowed.  When 
organisms  reach  the  duodenum  and  proximal  jejunum, 
they  burrow  into  the  mucosa  and  become  hermaphro- 
ditic adults  that  lay  eggs.  Ova  develop  into  larvae, 
which  are  excreted  in  feces.  Some  larvae  mature  into 
filariform  larvae  while  still  in  the  gut  and  can  penetrate 
gut  mucosa,  thus  “autoinfecting”  the  host  and  perpetu- 
ating the  infection. 

An  estimated  one-third  of  S.  stercoralis  infections 
are  asymptomatic.'  Gastrointestinal  complaints,  in- 
cluding diarrhea,  bloating,  abdominal  pain,  and  weight 
loss,  can  be  seen.  In  a prospective  study  of  hospital- 
ized patients,  rales,  wheezes,  and  positive  stool  guaiac 
tests  were  seen  in  more  infected  patients  than  in  non- 
infected  controls.^  Davidson  et  aF  compared  28  cases 
of  S.  stercoralis  infection  with  76  controls  and  identi- 
fied white  race,  male  gender,  corticosteroid  usage,  he- 
matologic malignancy,  and  prior  gastric  surgery  as  risk 
factors  for  infection.  Alcohol  abuse,  chronic  lung  dis- 
ease, age  over  65  years,  and  use  of  bronchodilators, 
H2-antagonists,  and  antacids  have  also  been  associated 
with  infection.^ 

Cough,  hemoptysis,  wheezing,  and  pulmonary  infil- 
trates can  be  seen  in  patients  with  strongyloidiasis  and 
can  be  confused  with  asthma  or  pneumonia.  Patients 
with  recurrent  pulmonary  symptoms  and  eosinophilia 
should  be  evaluated  for  parasite  infection  before  initia- 
tion of  corticosteroid  therapy.  Likewise,  strongyloidi- 
asis should  be  considered  in  patients  who  carry  a diag- 
nosis of  asthma  whose  symptoms  paradoxically  worsen 
after  corticosteroid  therapy. 

Diagnosis  is  made  by  demonstrating  larvae  in  stool 
samples  or  duodenal  aspirates.  Sensitivity  of  examina- 
tion of  a single  stool  sample  has  been  reported  at  27%, 
but  evaluation  of  multiple  specimens  collected  on  dif- 
ferent days  can  raise  the  detection  rate  to  80%.'  As  in 
the  case  presented,  peripheral  eosinophilia  can  be  an 
important  diagnostic  clue,  but  is  not  present  in  10%  to 
67%  of  cases.^''  Patients  with  hyperinfection  may  have 
larvae  in  sputum  or  bronchial  washings,  which  can  be 
detected  by  gram  stain  or  wet  preparations. 

As  a result  of  autoinfection,  5.  stercoralis  can  per- 
sist in  an  individual  for  decades  after  the  initial  expo- 
sure. Corticosteroid  therapy  and  impairment  in  cell- 
mediated  immunity  are  associated  with  hyperinfection 
and  systemic  disease,  which  can  be  fatal.  Disseminated 
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strongyloidiasis  is  often  associated  with  gram-negative 
bacteremia  that  does  not  respond  to  antibiotics  unless 
the  underlying  parasitic  infection  is  also  treated.  It  has 
been  proposed  that  the  mechanism  for  bacteremia  may 
be  breakdown  of  the  intestinal  mucosal  barrier  due  to 
inflammatory  response  to  the  parasite,  or  direct  car- 
riage of  bacteria  by  parasites  as  they  invade  into  the 
circulation.  Ileus,  shock,  pulmonary  infiltrates,  and 
meningitis  have  been  described  in  patients  with 
hyperinfection.  Of  note,  these  patients  tend  to  have 
eosinopenia  rather  than  eosinophilia,  which  may  lead 
to  delay  in  diagnosis.^ 

Military  veterans  who  had  tours  of  duty  in  endemic 
areas  are  at  increased  risk  for  harboring  S.  stercoralis. 
Genta  et  al^  tested  493  Vietnam  veterans  for  serum  IgG 
antibodies  against  the  organism  using  an  enzyme- 
linked  immunosorbent  assay.  Eight  subjects  (1.6%) 
had  positive  ELISA  results  and  the  parasite  was  recov- 
ered from  stool  examination  in  only  two  of  these 
eight.  None  of  the  eight  seropositive  veterans  had  gas- 
trointestinal complaints  and  one  had  pulmonary  com- 
plaints attributed  to  COPD.  The  authors  suggest  that 
ELISA,  which  has  a reported  sensitivity  of  84%  to 


90%,  may  be  useful  in  screening  individuals  at  risk  for 
strongyloidiasis. 

Treatment  with  thiabendazole  in  a dose  of  25  mg/kg 
twice  daily  for  two  to  ten  days  is  recommended.  Eol- 
low-up  should  include  repeat  stool  examinations  and 
peripheral  eosinophil  count,  as  recurrence  rates  of  15% 
have  been  reported  with  standard  therapy.^  Prophylac- 
tic monthly  thiabendazole  therapy  should  be  consid- 
ered in  immunocompromised  individuals  with  recurrent 
strongyloidiasis.  Side  effects  of  thiabendazole  include 
nausea,  vomiting,  diarrhea,  dizziness,  and  impairment 
of  theophylline  metabolism. 
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An  Avoidable  Complication  of  Septic  Arthritis 


Case  Report 

A 45-year-old  man  had  a painful,  swollen  left  knee  that 
had  become  worse  over  the  past  three  days.  Though  he  had  a 
history  of  having  injured  both  knees  in  a motor  vehicle  acci- 
dent, he  had  had  no  recent  trauma  to  the  left  knee,  and  had  no 
other  joint  complaints.  He  denied  fever,  rash,  antecedent  sore 
throat,  or  dysuria.  He  had  a slight  penile  discharge,  and  stated 
that  he  had  had  an  unprotected  sexual  contact  with  a high-risk 
partner  six  days  previously. 

On  admission,  he  was  afebrile  with  normal  vital  signs.  He 
appeared  well,  but  his  left  knee  was  mildly  erythematous  and 
painful,  and  there  was  an  effusion.  The  throat  was  clear,  with- 
out adenopathy.  There  was  puffiness  of  the  dorsum  of  his  left 
hand,  and  a dark  papule  was  present  on  his  right  shin. 
Arthrocentesis  revealed  a WBC  count  of  175,000/cu  mm  with 
94%  polymorphonuclear  leukocytes,  in  which  gram-negative 
intracellular  diplococci  were  seen.  Neisseria  gonorrhoeae 
grew  in  cultures  of  the  fluid.  Blood  cultures  were  negative,  as 
was  HIV  serology. 

The  patient  was  treated  with  ceftriaxone  and  doxycycline, 
but  two  days  after  admission  his  left  calf  became  swollen  and 
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erythematous,  MRI  confirmed  a ruptured  popliteal  (Baker’s) 
cyst.  He  subsequently  improved  and  regained  full  range  of 
motion  in  his  knee,  with  near  resolution  of  effusion.  He  was 
discharged  taking  oral  antibiotics,  and  did  well. 

Discussion 

Neisseria  gonorrhoeae  is  the  most  common  cause 
of  acute  bacterial  arthritis.  There  are  1 million  to  3 mil- 
lion cases  of  gonorrhea  (GC)  per  year  in  the  United 
States,  and  approximately  1%  of  these  patients  de- 
velop bacteremia  and  arthritis.'  Typically  the  present- 
ing patient  is  a young,  sexually  active  adult  with 
tenosynovitis,  dermatitis,  and  fever.  Arthritis  is  usu- 
ally polyarticular  (>50%)  and  commonly  migratory.'^ 
Blood  cultures  are  positive  in  fewer  than  10%.  Cul- 
tures of  joint  fluid  are  positive  in  fewer  than  25%, 
unless  there  is  a frank  purulent  arthritis.  Leukocyte 
count  of  the  synovial  fluid  may  be  less  elevated  than 
in  nongonococcal  arthritis  but  the  count  is  usually 
more  than  50,000/cu  mm.  The  dermatitis  consists  of 
small  erythematous  macules  on  the  trunk  or  extremities 
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that  progress  to  papules  and  then  pustules.  These  are 
often  not  noticed  by  the  patient. 

Paramount  to  the  diagnosis  of  bacterial  arthritis  is 
awareness  of  the  possibility  of  joint  infection.  Immedi- 
ate aspiration  and  analysis  of  fluid  for  leukocyte  count, 
gram  stain,  culture,  and  crystal  examination  should  be 
performed.  Purulent  effusions  should  be  considered 
septic  and  treated  appropriately.  To  improve  the  yield, 
gram  stain  should  be  done  on  concentrated  sediment  of 
centrifuged  synovial  fluid.  All  potential  sources  of 
bacteremia  must  be  cultured,  since  this  may  provide 
the  only  identification  of  microbial  infection.  Geni- 
tourinary cultures  are  positive  in  80%  of  patients  with 
disseminated  gonococcal  infection.' 

Treatment  of  all  bacterial  arthritis  includes  articular 
rest,  parenteral  antibiotics,  and  drainage.  Adequate 
drainage  includes  frequent  needle  aspiration  daily  or 
even  twice  daily  until  large  tense  effusions  no  longer 
reaccumulate.  This  may  be  necessary  for  three  to  seven 


days  as  the  leukocyte  count  continues  to  fall  and  fluid 
remains  sterile.  Surgical  drainage  is  required  for  septic 
hips,  septic  joints  that  coexist  with  osteomyelitis,  and 
joint  infections  not  controlled  within  five  to  seven  days 
by  needle  aspiration.^  Without  decompression,  patients 
not  only  have  more  pain,  but  when  the  knee  is  in- 
volved, they  are  at  risk  for  popliteal  cyst  formation  and 
possible  rupture.  Any  time  a patient  with  a septic  knee 
develops  pain,  swelling,  and  erythema  of  the  calf,  the 
physician  should  consider  pseudo-thrombophlebitis 
secondary  to  ruptured  popliteal  cyst.  This  complication 
is  avoidable  with  repeated  joint  aspiration.  □ 
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Department  of  Health  Report 


Child  Fatality  Review  in  Tennessee 

SUELLEN  JOYNER 


With  the  implementation  of  Public  Chapter  511,  en- 
acted by  the  99th  General  Assembly,  Tennessee  joins 
the  growing  number  of  states  attempting  to  prevent 
deaths  of  children  by  developing  a clearer  understand- 
ing of  what  happened  and  why  when  children  die. 
Multiagency,  multidisciplinary  child  fatality  review 
teams  have  expanded  rapidly  in  recent  years.  The  first 
team  began  in  Los  Angeles  County  in  1978,  in  re- 
sponse to  an  interest  in  determining  potentially  suspi- 
cious deaths  from  the  standpoint  of  the  prevention  of 
child  abuse  and  neglect.  Since  then,  approximately  48 
states  have  implemented  some  form  of  state  and/or  lo- 
cal level  review.  In  Tennessee,  teams  have  been  estab- 
lished in  recent  years  in  several  of  the  larger  urban 
counties. 

The  primary  purposes  of  child  fatality  review  are  to; 

• promote  understanding  of  the  causes  of  childhood 
deaths; 

• identify  deficiencies  in  the  delivery  of  services  to 
children  and  families  by  public  agencies;  and 

• make  and  carry  out  recommendations  for  changes 
that  will  prevent  future  child  deaths. 

Tennessee’s  law  established  a broad  mandate  to  re- 
view deaths  of  children  through  a state  level  team,  as 
well  as  at  least  one  local  team  in  each  of  the  31  judicial 
districts  in  the  state.  Both  the  state  and  local  teams  in- 
clude representatives  from  a wide  range  of  agencies 
and  disciplines.  The  state  team,  chaired  by  the  Commis- 
sioner of  Health,  also  includes  the  following  members: 

• Attorney  General 

• Department  of  Human  Services  Commissioner 

• Tennessee  Bureau  of  Investigation  Director 

• Physician  (nominated  by  the  Tennessee  Medical 
Association) 

• Physician  credentialed  in  forensic  pathology 

• Department  of  Mental  Health  and  Mental  Retar- 
dation Commissioner 

• Judiciary  member  nominated  by  the  Supreme 
Court  Chief  Justice 

• Commission  on  Children  and  Youth  Executive 
Director 

• Tennessee  Society  for  Prevention  of  Abuse  of 
Children  President 


From  the  Tenne.ssee  Department  of  Health,  Nashville.  Ms.  Joyner  is 
now  the  regional  director  of  the  South  Central  Region. 


• Select  Committee  on  Children  and  Youth  Chair- 
person 

• Two  members  of  the  House  of  Representatives 

• Two  members  of  the  Senate 

Local  teams  are  being  convened  by  the  Regional 
Public  Health  Officer  who  will  serve  as  the  interim 
chair.  Each  team  will  elect  its  own  chairperson  as  part 
of  its  organizational  work.  At  a minimum,  the  local 
teams  must  include  those  listed  below  and  may  include 
other  members  on  an  as-needed  basis. 

• Department  of  Human  Services  Social  Services 
Supervisor 

• Department  of  Health  Regional  Health  Officer 

• Medical  Examiner 

• Prosecuting  attorney  appointed  by  the  District  At- 
torney General 

• Local  law  enforcement  officer 

• Mental  health  professional 

• Pediatrician  or  family  practice  physician 

• Emergency  medical  services  provider  or  firefighter 

• Juvenile  Court  representative 

• Representatives  of  other  community  agencies 
serving  children. 

In  keeping  with  current  national  trends,  local  teams 
in  Tennessee  will  review  all  deaths  of  children  age  17 
and  under,  not  just  those  considered  potentially  suspi- 
cious for  abuse  and  neglect.  They  will  meet  at  least 
quarterly  and  will  follow  statewide  protocols  adopted 
by  the  state  team  in  conducting  their  reviews  and  col- 
lecting summary  data.  Collaboration  to  identify  any 
previously  undetected  child  maltreatment  homicides, 
and  to  identify  needed  intervention  or  prevention  ser- 
vices, will  be  part  of  the  mission  of  local  teams.  Addi- 
tionally, local  teams  will  collaborate  to  identify  any 
gaps  in  services  or  potential  policy  or  practice  changes 
that  could  represent  a systems  response  to  prevent  fu- 
ture child  fatalities.  In  those  cases  where  the  systems 
response  can  be  best  addressed  at  the  state  level,  local 
teams  will  make  recommendations  to  the  state  team. 

The  state  team  is  responsible  for  annual  statistical 
studies  of  the  incidence  and  causes  of  child  fatalities  in 
the  state,  and  for  making  a report  to  the  Governor  and 
the  General  Assembly  concerning  the  state  team’s  ac- 
tivities and  its  recommendations  for  changes  to  any 
law,  rule,  and  policy  that  would  promote  the  safety  and 
well-being  of  children.  □ 
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Loss  Prevention  Case  of  the  Month 


Another  Pediatric  Nightmare 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

During  the  first  year  of  life,  this  infant  had  endured  more 
than  most  children  have  to  endure  in  a lifetime!  He  was  a 
double  footling  presentation  at  38  weeks  gestation  that  termi- 
nated in  an  emergency  C-section.  At  birth  he  weighed  just 
under  5 lb.  A mass  was  felt  in  the  baby’s  abdomen  extending 
from  the  right  costal  margin  to  the  right  pelvis.  Postnatal 
evaluation  revealed  a cystic  mass  thought  to  be  a duplication 
cyst  of  the  GI  tract.  During  the  first  week  of  life,  an  abdomi- 
nal operation  revealed  the  cyst,  which  was  removed  along 
with  a necessary  portion  of  the  small  bowel,  followed  by  an 
end-to-end  anastomosis.  Postoperatively,  the  infant  had  intes- 
tinal obstruction  requiring  reexploration  with  lysis  of  adhe- 
sions and  revision  of  the  anastomosis. 

Although  he  was  a low  birth  weight  baby  he  seemed  to 
survive  this  and  begin  to  thrive.  At  4 months  of  age,  he  fell 
out  of  a moving  vehicle  and  sustained  a cerebral  concussion. 
CT  of  the  head  on  this  admission  revealed  a prominent  sub- 
arachnoid space  and  prominent  lateral  ventricles  that  were 
seen  by  a number  of  physicians  and  thought  to  be  a variant  of 
normal.  At  5 months  of  age,  he  was  thought  to  have  some 
delayed  neurologic  development  but  was  improving. 

At  1 year  of  age,  the  patient  was  seen  with  an  upper  respi- 
ratory infection  and  pain  in  the  ears.  Examination  revealed  a 
bilateral  otitis  media,  for  which  an  antibiotic  was  prescribed, 
and  an  appointment  was  made  for  a return  visit  in  ten  days. 
However,  the  mother  brought  her  child  back  six  days  later 
with  a fever  of  102. 8°F  axillary.  The  ears  seemed  to  be  im- 
proved so  the  antibiotic  was  continued,  and  instructions  were 
given  to  “return  when  the  fever  is  over.”  Nine  days  after  on- 
set the  child  was  again  brought  in  with  a history  of  a ques- 
tionable seizure.  The  fever  was  104°F  rectal  and  the  ears  had 
cleared.  The  laboratory  reported  a normal  urine  and  a normal 
WBC  count.  The  examiner  concluded  that  the  infant  had  not 
had  a seizure  and  that  he  had  a “viral  infection.”  The  mother 
stated  that  on  day  8 and  10  of  the  illness  she  had  called  the 
office  to  report  on  her  baby,  but  neither  of  her  calls  had  been 
returned.  The  office  record  showed  no  phone  calls  during  this 
time.  The  child  was  sent  home  on  symptomatic  treatment.  The 
day  following  this  office  visit  the  physician  said  that  he  called 
and  was  told  that  there  was  no  change  in  the  child’s  condi- 
tion. This  call  was  not  recorded  in  the  office  record.  Three 
days  after  this  last  office  visit,  the  child  was  brought  to  the 
ED  with  a history  of  seizures  and  somnolence.  Examination 
revealed  an  almost  obtunded  child.  A CT  of  the  head  revealed 
a generalized  hydrocephalus,  and  a ventriculostomy  revealed 
cloudy  fluid  that  showed  Haemophilus  influenzae  on  culture. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State  Volun- 
teer Mutual  Insurance  Company,  Brentwood. 

The  Case  of  the  Month  is  taken  from  actual  Tennessee  closed  claims. 
An  attempt  is  made  to  fictionalize  the  material  in  order  to  make  it  less  ea.sy 
to  identify.  If  you  recognize  your  own  case,  plea.se  be  assured  that  it  is 
presented  solely  for  the  purpose  of  emphasizing  the  issues  presented. 


During  the  month  of  hospitalization  the  baby  remained 
very  ill  despite  appropriate  treatment.  Sequelae  included  deaf- 
ness, persistent  seizure  activity,  and  profound  retardation. 

A lawsuit  was  filed  charging  negligence  due  to  the  de- 
layed diagnosis  of  the  meningitis.  Specifically,  the  physician 
was  charged  with  negligence  in  not  performing  the  CSF  ex- 
amination earlier.  The  trial  resulted  in  a very  large  jury  ver- 
dict against  two  of  the  physicians  who  had  seen  the  patient 
during  his  acute  illness. 

Loss  Prevention  Comments 

We  again  have  an  illness  that  in  retrospect  should 
have  been  suspected  and  diagnosed  sooner  that  it  was. 
However,  being  honest,  would  most  of  us  have  done  a 
CSF  examination  earlier?  Our  experience  with  this  dis- 
ease would  indicate  that  “experts”  come  out  of  the 
woodwork  to  criticize  our  physicians.  They  point  to  the 
rather  waxing  and  waning  course  of  the  complaints, 
which  should  have  triggered  earlier  suspicion  of  men- 
ingitis. Otitis  media  is  a common  precursor  of  this  type 
of  meningitis,  and  although  it  seemed  to  have  cleared, 
the  baby  remained  ill.  This  should,  they  say,  have  led 
to  an  earlier  examination  of  the  CSF.  Then  there  were 
the  unrecorded  calls  from  the  mother  during  the  illness 
that  were  not  returned,  and  the  call  from  the  physician 
after  the  last  office  visit,  during  which  he  was  told  that 
things  were  “unchanged.”  This  call  was  also  not  re- 
corded. This  raised  the  cloud  of  doubt  in  the  minds  of 
the  jury  as  to  where  the  truth  was  in  all  of  this. 

Expert  testimony  for  our  physician  was  very  strong 
and  refuted  every  charge  that  the  physicians  could  rea- 
sonably have  reacted  any  sooner,  given  the  information 
that  they  had  to  work  with. 

We  are  left  with  good  expert  testimony  on  both 
sides  of  this  tragic  case.  Assuming  that  this  testimony 
cancels  out  both  defense  and  plaintiff  experts,  what 
should  we  conclude?  We  have  a very  damaged  baby, 
the  lifetime  care  of  whom  would  cost  hundreds  of 
thousands  of  dollars.  Who  was  going  to  pay  for  this 
care  that  all  of  us  believe  should  be  rendered?  Is  this 
an  example  of  the  tort  system  doubling  for  the  social 
welfare  needs  of  an  individual?  How  could  one  look 
at  such  a child  and  deny  that  there  should  be  a source 
of  funds  to  assure  his  proper  treatment  and  care?  All 
of  us  would  take  that  position.  But  should  it  be  the 
physician!?  □ 
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TMA  members  can  save 
money  on  their  workers' 
compensation  insurance 
premium  costs  with  the 
Dodson  Plan! 


Endorsed  by  Tennessee  Medical  Association 
in  1978,  the  Dodson  Plan  has  paid  TMA 
members  dividends  12  out  of  16  years! 


Because  dividends  depend  in  part  on  claim  costs 
and  related  expenses,  they  can't  be  guaranteed. 
However,  when  all  Tennessee  medical  professionals 
using  the  Plan  promote  employee  safety  and  keep 
claim  costs  low,  your  chances  of  receiving  a dividend 
improve. 

In  addition  to  yearly  dividend  opportunities, 
you  will  receive: 

Personalized  Service.  Our  home  office 
and  field  staffs  are  experienced  and 
professional.  They  work  closely  with 
you,  addressing  your  questions  and 
concerns. 

Loss  Control  Assistance.  Field  represent- 
atives are  available  to  suggest  programs 
that  could  help  reduce  the  severity  and 
frequency  of  workplace  accidents. 

Flexible  Premium  Payment  Plan.  Tbe  Plan 
is  designed  to  give  you  flexibility  in  paying 
your  insurance  premiums  with  interest- 
free  installments! 


Dodson  Group  insured  its  first  customer 
In  1900!  Today,  we're  putting  that 
experience  to  work  for  you  with 
progressive  insurance  programs  and 
exceptional  service! 

TMA  members  can  receive  a free 
no-obligation  premium  quote  . . . 
just  call  or  FAX  Dodson  today! 

CALL:  1-800-825-9489 
FAX:  1-800-825-9367 
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Robert  E.  Bowers 


Strength  in  Diversity 

For  generations  our  country  has  been  plagued  by  racial  tensions.  Added  to  that,  in 
this  century  strife  between  the  genders  has  also  become  rampant.  We  read  about  these 
conflicts  in  the  newspaper.  We  hear  them  reported  by  the  media.  Our  government  has 
even  tried  to  legislate  what  sort  of  behavior  is  acceptable  and  what  is  not,  what  is 
appropriate  and  for  whom.  The  American  workplace  is  now,  more  than  at  any  other 
time  in  history,  characterized  by  diversity  of  race,  sex,  creed,  and  culture.  Some  claim 
that  so  much  variety  has  weakened  the  fabric  of  America.  Perhaps  in  certain  instances 
this  is  true. 

But  in  the  case  of  the  practice  of  medicine,  I believe  that  diversity  is  one  of  our 
great  strengths.  Perhaps  more  than  any  other  profession,  medicine  is  marked  by  the 
great  variety  of  people  who  choose  to  become  physicians,  as  well  as  the  type  of 
medicine  they  choose  to  practice,  from  primary  care  to  psychiatry.  All  of  these  per- 
sons bring  to  their  practice  of  medicine  experiences,  knowledge,  and  style  that  is 
unique  just  to  the  individual. 

In  essence,  we  are  a large  family  made  up  of  many  individuals,  each  bringing  a 
distinct  perspective,  but  sharing  a common  goal.  There  are  entities  today  that  would 
break  up  this  family,  because  they  see  an  advantage  for  themselves  if  we  are  not 
united  in  our  concepts  of  what  good  health  care  and  patient  advocacy  are  all  about. 
Our  need,  as  an  organization,  and  as  a family  of  physicians,  is  to  view  our  diversity  as 
a strength  and  use  it  to  our  advantage. 

We  would  all  prefer  to  be  free  of  the  federal  and  state  governmental  regulations, 
free  to  treat  our  patients  in  the  manner  that  we  deem  appropriate  and  necessary  based 
on  our  own  experience  and  expertise.  Many  of  these  freedoms,  however,  are  no  longer 
ours  to  enjoy. 

As  a profession,  we  need  to  be  open  to  new  concepts  of  delivery  of  health  care,  as 
well  as  to  new  methods  and  ideas.  We  stand  to  gain  a great  deal  as  a profession  from 
the  diversity  of  our  members.  We  need  to  look  to  ourselves,  our  colleagues,  and  our 
organizations  to  effect  changes,  rather  than  allowing  our  profession  to  become  domi- 
nated by  others  whose  bottom  line  may  be  something  quite  different  from  good  pa- 
tient care. 

Though  we  are  a group  of  people  diversified  by  education,  specialty,  and  even 
culture  and  gender,  we  are  a group  of  people  with  a common  bond — to  advocate  for 
the  patient,  and  give  the  best  care  possible  from  medicine  today.  Why  not  use  these 
differences  to  come  together,  fill  in  the  gaps,  solidify  our  position,  and  our  own 
bottom  line — care  of  the  patient. 

Encourage  your  colleagues  to  join  your  local,  state,  and  national  organizations.  A 
strong  membership  is  one  way  to  effect  changes  that  we  deem  necessary  and  acceptable. 
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Mellowing  for  1996 

I stood  at  the  gate  of  the  New  Year 
And  I said  to  the  Man  at  the  Gate 
Give  me  a light 

To  light  my  way  into  the  unknown. 

And  he  said  to  me 

Put  your  hand  in  the  hand  of  God, 

For  it  is  better  than  a light. 

And  safer  than  a known  way. 

I would  give  credit  to  the  author  of  the  above  if  I 
could,  but  I don’t  have  a clue.  I guess  I could  give 
credit  to  myself,  since  I have  used  the  quote  before, 
and  I know  no  more  about  it  now  than  I did  then.  In 
fact,  it  opened  the  first  editorial  I ever  wrote  here, 
or  anywhere  else,  for  that  matter,  way  back  in  the 
Dark  Ages.  Richard  Nixon  was  President,  the  Viet- 
nam War  was  entering  an  intensified  air  phase,  and 
Watergate  was  simply  a Washington  apartment 
complex.  Amtrak  had  just  begun  operation.  Nixon 
had  recently  removed  the  trade  embargo  against 


and  travel  restrictions  to  the  People’s  Republic  of 
China,  David  Scott  and  James  Irvin  had  just  driven 
a car  around  the  moon’s  surface,  and  movement 
throughout  the  city  of  Berlin  was  once  again  unim- 
peded. The  date  was  January,  1972. 

Who  could  have  foreseen  the  assassination  a few 
months  later  of  the  athletes  at  the  Munich  Olym- 
pics, or  that  Hurricane  Agnes  would  lay  waste  much 
of  the  populous  Northeast  Coast  later  that  year? 
Also  during  that  year’s  brief  war  between  Israel  and 
Egypt  over  the  Golan  Heights  and  the  Sinai  a con- 
frontation developed  between  the  United  States  and 
the  Soviet  Union  that  appeared  ready  to  erupt  into 
armed  conflict.  That  situation  was  defused,  but  the 
subsequent  Israeli  victory  laid  the  foundation  for 
more  than  two  decades  of  turmoil  in  the  Middle  East, 
the  latest  victim  of  which  was  Premier  Yitzhac  Rabin. 
An  oil  embargo  by  the  oil  producing  Middle-East 
countries  led  to  serious  gasoline  shortages. 

Right  up  to  and  including  the  present  day  there 
have  been  ceaseless  wars  and  rumors  of  wars,  as 
well  as  various  conflicts  of  other  sorts,  during  the 
23  years  that  have  passed  since  I took  over  the 
reigns  of  the  Journal  from  the  redoubtable  Rudolph 
Kampmaier,  M.D.  In  that  first  editorial  I expressed 
the  hope  that  I would  do  half  as  well  with  it  as  he 
had  done.  Certainly  it  never  occurred  to  me  that  I 
would  even  approach  his  tenure,  let  alone  surpass  it. 
As  its  stands,  one  or  the  other  of  us  has  been  the 
Editor  in  all  but  seven  of  the  52  years  since  I gradu- 
ated from  medical  school  during  the  Second  World 
War.  I have  commented  on  a number  of  occasions 
in  print  and  countless  other  times  in  private  on  the 
fogginess  of  my  crystal  ball,  and  sometimes — nay, 
ofttimes — bewailing  it,  notwithstanding  God’s  pro- 
hibition of  its  use.  He  would  rather,  and  in  fact  de- 
mands, that  His  children  do  as  the  Man  at  the  Gate 
counseled.  But  of  course  we  are  seldom  content  to 
do  that — or  at  least  not  exclusively.  So  as  I look 
down  the  road  ahead  I can  see  it  branching  many 
times,  but  since  I can’t  read  the  road  signs  I have 
no  idea  which  way  I’ll  be  going  or  where  they’ll  be 
taking  me. 

Or  the  Journal.  As  you  know,  a study  of  the  As- 
sociation is  underway  to  attempt  to  make  it  more 
responsive  to  the  needs  and  wishes  of  the  member- 
ship. This  includes  the  Journal.  Many  of  you  have 
responded  to  a survey  about  your  notions  as  to  what 
it  should  do  and  be.  Some  of  your  ideas  will  doubt- 
less be  incorporated  in  the  future,  and  others, 
though  equally  good,  will  for  various  reasons,  not 
the  least  of  which  is  expense,  be  either  rejected  or 
put  on  hold.  By  the  time  you  read  this  six  weeks  or 
so  from  now  the  task  force  studying  the  Journal 
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will  have  met  and  doubtless  made  some  recommen- 
dations, and  the  Board  will  also  have  met  and  possi- 
bly made  some  decisions.  But  as  of  this  writing  nei- 
ther has  happened,  and  so  our  future  directions 
remain  shrouded  in  mystery. 

As  for  me,  in  line  with  the  title  of  this  piece,  and 
accepting  the  advice  of  the  Man  at  the  Gate,  I long 
ago  adopted  the  following  stress-relieving  axiom: 
Don’t  sweat  the  small  stuff,  and  its  corollary:  It’s 
all  small  stuff. 

Happy  New  Year.  See  you  around,  I hope. 

J.B.T. 

Forget,  Hell!!! 

An  Apology,  Sort  of,  or, 

Rather,  an . . . er — Explanation 

The  new  year  being  a time  for  reviewing  past 
broken  and  making  new  as  yet  unbroken  resolu- 
tions, one  of  the  new  ones  perhaps  being  not  to 
break  the  others,  and  for  possibly  rectifying  per- 
ceived as  well  as  actual  mistakes,  it  is  also  a good 
time  for  such  things  as  tying  up  loose  ends  and 
peeking  under  the  edge  of  the  rug — maybe  not  so 
much  for  sweeping  it  out,  but  at  least  seeing  what 
lingering  detritus  is  deposited  there.  I don’t  know 
about  your  subrug  space,  but  things  can  get  pretty 
crowded  in  mine  sometimes.  My  search  disclosed 
something  that  wasn’t  really  swept  there,  but  sort  of 
fell  there  through  the  cracks  because  it  had  been 
brought  to  my  attention  at  a time  of  duress.  Regard- 
less of  how  it  got  there,  it  does  need  airing  out.  I 
think  an  apology  isn’t  really  called  for,  but  because 
a mole  hill  was  made  a mountain,  sort  of,  there  may 
be  others  who  think  one  might  be.  So,  since  these 
days  perception  seems  to  be  everything,  I guess  it  at 
least  deserves  some  explaining. 

One  of  our  colleagues,  whose  letter  is  published 
in  our  Mail  Box  in  this  issue  of  the  Journal,  took 
the  case  of  the  replacement  of  the  portrait  of  Old 
Hickory  in  the  governor’s  office,  cited  in  my  edito- 
rial “War  Is  Hell”  in  the  April  issue  of  the  Journal 
(J  Tenn  Med  Assoc  88:155-157,  1995),  to  the  gover- 
nor himself.  Governor  Sundquist  responded  through 
a deputy  press  secretary  that  he  did  indeed  remove 
Old  Hickory’s  portrait,  but  he  replaced  it  not  with 
the  portrait  of  Abraham  Lincoln,  but  with  one  of 
John  Sevier,  the  first  governor  of  the  new  state  of 
Tennessee.  He  deemed  the  substitution  appropriate, 
considering  that  we  are  celebrating  the  Bicentennial 
of  our  state. 


I think  that  for  several  reasons  the  move  was  not 
inappropriate,  but  I am  still  disappointed,  since 
Governor  Sevier,  despite  his  many  attributes,  is  a 
comparative  lightweight,  granted  that  such  an  opin- 
ion might  not  go  unchallenged,  especially  in  Re- 
publican East  Tennessee.  Then  too,  not  everyone 
admires  Old  Hickory  because  of  his  mistreatment  of 
the  Indians,  which  of  course  I also  do  not  admire. 
Nevertheless,  General  Jackson  is  a vastly  more  im- 
posing figure  historically  that  Governor  Sevier.  I 
therefore  stand  by  all  of  my  previous  statements  but 
one,  which  was  in  error  due  to  misinformation. 
Governor  Sundquist  did  indeed  replace  Andrew 
Jackson’s  portrait,  but  not  with  one  of  Abraham 
Lincoln.  Governor  Sundquist’ s office  is  now  graced 
by  a portrait  of  John  Sevier.  Though  Dr.  Meeks 
would  likely  not  share  this  opinion,  I am  as  disap- 
pointed with  the  one  choice  as  with  the  other.  My 
editorial  remarks  were  not  critical  of  his  choice,  but 
with  the  substitution  itself  as  unnecessary.  Still,  as  I 
also  said  in  the  editorial,  it  is  his  right.  Not  only  is  he 
the  governor.  It  also  is  his  office,  governor  or  not. 

There  would  in  fact  have  been  no  problem  at  all 
had  I not  violated  one  of  my  major  tenets,  that  of 
never  trusting  the  verity  of  what  I find  in  the  news 
media.  One  of  them,  I didn’t  note  which  one,  had 
reported  that  Mr.  Lincoln’s  portrait  had  replaced 
that  of  General  Jackson  in  the  governor’s  office.  I 
simply  used  the  reported  event  as  an  illustration, 
since  the  editorial  had  nothing  whatever  to  do  with 
Governor  Sundquist,  General  Jackson,  or  Abraham 
Lincoln.  It  had  to  do,  as  the  title  suggests,  with  war. 
Others  than  I chose  to  make  something  else  of  it. 
Despite  that,  I cannot  evade  the  ultimate  responsi- 
bility of  having  been  a party  to  spreading  a rumor, 
however  unintentionally,  and  so  to  Governor 
Sundquist  and  to  anyone  else  who  believes  he  is 
due  one,  an  apology  is  hereby  sincerely  proffered. 

J.B.T. 


Partners  in  Politics 

It  is  an  oft-quoted  truism  that  politics  makes 
strange  bedfellows.  My  wife  thinks  that  is  a tacky 
expression,  and  I have  to  agree.  Nevertheless,  it  is 
graphic.  It  is  graphic  because  any  one  of  a number 
of  things  can  go  on  between  or  among  bedfellows, 
either  literal  or  figurative,  in  a given  situation.  Either 
or  both  in  or  out  of  bed,  the  effects  of  such  a liaison 
may  be  either  salubrious  or  not  so  salubrious;  they 
may  even  be  deleterious,  not  to  mention  disastrous. 
With  bedfellows,  again  either  literal  or  figurative. 


JANUARY,  1996 


23 


either  or  both  of  the  participants  either  may  or  may 
not  have  the  welfare  of  the  other  as  a high,  or  even 
a low,  priority.  Any  interest  at  all  that  they  have  in 
each  other  may  or  not  be  entirely  self-interest. 

Not  so  with  partners.  Partnership  assumes  that 
each  partner  has  the  interest  of  the  other  at  heart.  In 
a partnership,  the  well-being  of  either  depends  upon 
the  well-being  of  both.  In  her  Alliance  Report  car- 
ried under  the  same  title  elsewhere  in  this  issue  of 
the  Journal,  Annabel  Woodall  has  in  mind  a multi- 
faceted partnership  in  politics.  First,  the  Alliance  is 
made  up  of  the  spouses  of  TMA  members,  so  that 
they  are  lifetime  (we  hope)  partners  in  that  way. 
(Incidentally,  we  have  a number  of  husband  and 
wife  teams  in  which  both  are  doctors  and  TMA 
members,  and  both  are  members  of  the  Alliance  as 
well.)  Secondly,  we — doctors  and  their  spouses — 
can  be  partners  in  politics  with  the  other  members 
of  our  political  action  committee,  IMPACT — Inde- 
pendent Medicine’s  Political  Action  Committee- 
Tennessee.  And  thirdly,  we  are  partners  in  politics 
with  legislators  at  all  levels  that  we  choose  to  support. 

The  first  aspect  of  the  partnership  is  assumed, 
since  to  be  a member  of  the  Alliance  one  must  be 
the  spouse  of  a doctor — a member  of  TMA.  The 
third  aspect  can  be  achieved  either  individually  or 
as  a member  of  a PAC,  or  preferably  both.  Annabel 
is  addressing  her  appeal  to  Alliance  members.  It  is 
complete  in  itself,  and  needs  neither  additions  nor 
explanations.  There  are  therefore  only  two  reasons 
for  this  editorial:  to  draw  your  attention  to  the  Alli- 
ance Report  as  it  applies  to  you.  Doctor,  and  to  urge 
you  to  become  a partner  in  politics  with  your  spouse, 
your  PAC,  and  your  elected,  or  wannabe,  official. 
President  Nixon  once  said,  “Doctors  say  they  are 
too  busy  to  be  involved  in  politics.  Well,  let  me  tell 
you  something.  You  had  better  be.” 

For  the  welfare  of  your  patients,  your  practice, 
and  yourself,  you  too  had  better  be.  Become  a part- 
ner in  politics. 

J.B.T. 


fflciM  boK 


Governor’s  Office 

To  the  Editor: 

Your  editorial,  “War  Is  Hell,”  in  the  April  issue  of  the 
Journal  (J  Tenn  Med  Assoc  88:155-157,  1995)  spurred 
me  the  action.  Since  retiring  in  1990  I have  become  in- 
volved in  learning  of  my  Confederate  ancestors.  My  great 
grandfather,  Sgt.  Maj.  William  David  Meeks,  was  in  the 
5th  Miss.  Infantry.  He  was  killed  by  the  Yankees  in  Mr. 


Lincoln’s  War  at  Stones  River.  Some  of  us  prefer  to  call 
it  the  War  of  Northern  Aggression. 

1 shared  your  editorial  with  a talk  show  host  at 
WXBQ,  Bristol,  Va.  He  didn’t  use  your  polite  term  of 
foreigner  (Auslander)  but  referred  to  the  governor  as  a 
reconstmctionist.  I wrote  to  Governor  Sunquist  and  asked 
why  he  replaced  Andrew  Jackson  with  a man  that  a large 
number  of  Tennesseans  have  little  respect  for.  Finally  af- 
ter three  follow-up  phone  calls  I received  the  enclosed 
letter  and  photograph. 

I would  be  most  interested  to  know  your  response  to 
the  charge  that  you  printed  rumors. 

Edwin  A.  Meeks,  M.D. 

3744  Highway  81  South 

Jonesborough,  TN  37659 


Managed  Care  Revisited 

To  the  Editor: 

I read  with  morbid  interest  your  recent  article  on  man- 
aged care  revisited  (J  Tenn  Med  Assoc  88:444-446, 
1995).  I have  had  the  pleasure  of  practicing  medicine  for 
18  years  in  Oak  Ridge,  Tennessee,  and  have  been  pro- 
active in  the  managed  care  movement  on  various  levels 
in  my  community.  I too  have  had  significant  concerns 
regarding  the  change  in  how  health  care  is  delivered.  In 
my  18  years  I have  gone  from  physician  and  counselor  to 
patients  who  sought  my  care  because  I did  a good  job  in 
the  relatively  unfettered  pre-managed  care  days,  to  a 
health  care  provider  for  covered  lives  in  the  plans  that  I 
participate  in.  Physicians  merging  into  the  health  care 
delivery  system  at  this  time  will  not  have  the  benefit  of 
“the  good  old  days”  as  I and  many  of  my  colleagues  have 
had.  Perhaps  the  Hippocratic  oath  needs  to  be  revised  for 
modern  times  to  include  a clear  statement  that  being  your 
patients’  advocate  is  equally  as  important  as  doing  no 
harm  in  the  day-to-day  management  of  your  patients’ 
health  care  needs!  All  physicians  perhaps  need  to  read 
more  Pogo  and  start  looking  in  the  mirror  a bit. 

Kenneth  F.  Luckmann,  M.D. 

988  Oak  Ridge  Turnpike  #L-40 

Oak  Ridge,  TN  37830 


BO  in  ffloffloriom  os 


John  Q.  Adams,  age  67.  Died  August  23,  1995.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Member 
of  Memphis-Shelby  County  Medical  Society. 

Robert  Dunseith  Gourley,  age  79.  Died  August  19,  1995. 
Graduate  of  New  York  University  School  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Thomas  M.  Jordan  Jr.,  age  84.  Died  November  10,  1995. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Grace  E.  Moulder,  age  78.  Died  October  23,  1995. 
Graduate  of  the  University  of  Tennessee  College  of 
Medicine.  Member  of  Bedford  County  Medical  Society. 


24 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


pef/onol  neui/ 


Howard  W.  Jones  III,  M.D.,  Nashville,  has  been  elected 
president  of  the  Tennessee  Division  of  the  American 
Cancer  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Jejfrey  H.  Johnson,  M.D.,  Cleveland 
Joseph  K.  Powers,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Mark  D.  Anderson,  M.D.,  Chattanooga 
Brent  A.  Barrow,  M.D.,  Chattanooga 
Thomas  E.  Baumgarten,  M.D.,  Chattanooga 
Suzanne  Benson,  M.D.,  Chattanooga 
John  Gormley,  M.D.,  Chattanooga 
Dale  Kile,  M.D.,  Chattanooga 
Steven  Kotner,  M.D.,  South  Pittsburg 
Mark  H.  Leech,  M.D.,  Chattanooga 
L.  Dale  McCartney,  M.D.,  Dunlap 
John  Patrick  Nash,  M.D.,  Chattanooga 
Joseph  Sentef  Jr.,  M.D.,  Hixson 
Susan  M.  Shuck,  M.D.,  Hixson 
David  J.  Wendt,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Thomas  E.  Brown,  M.D.,  Huntingdon 
Dirk  George  Franzen,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Michael  Stewart  Galloway,  M.D.,  Crossville 
Mark  Neal  Hendrixson,  M.D.,  Crossville 

MAURY  COUNTY  MEDICAL  SOCIETY 

Thomas  William  Farmer,  M.D.,  Columbia 
Joseph  C.  Moore,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Martin  K.  Barnett,  M.D.,  Memphis 
John  David  Brophy,  M.D.,  Memphis 
Luella  Grigg  Churchwell,  M.D.,  Germantown 
Scott  Thomas  Dull,  M.D.,  Memphis 
Stephanie  Lorraine  Einhaus,  M.D.,  Cordova 
Marian  Suzanne  Gilliland,  M.D.,  Memphis 
Barrett  George  Haik,  M.D.,  Memphis 
Clyde  Michael  Jones,  M.D.,  Memphis 
Kevin  M.  Lunsford,  M.D.,  Memphis 
Al  Leodus  Melvin,  M.D.,  Memphis 
R.  Michael  Nollner,  M.D.,  Memphis 
Michael  C.  Rowland,  M.D.,  Memphis 
Virginia  N.  Savastano,  M.D.,  Memphis 


Stephen  V.  Scoper,  M.D.,  Memphis 
Kathleen  Delaney  Spiers,  M.D.,  Memphis 
Shelly  Diane  Timmons,  M.D.,  Memphis 
Todd  Gregory  Tolbert,  M.D.,  Memphis 
David  Alan  Van  Alstine,  M.D.,  Memphis 
Marilyn  Duke  Woodside,  M.D.,  Memphis 
Furhan  Yunus,  M.D.,  Memphis 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Deborah  Sue  Duffield,  M.D.,  Monroe 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Tina  Maureen  Dudney,  M.D.,  Cookeville 
Michael  Timothy  McCormack,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Ann  Malm  Lindgren,  M.D.,  Oak  Ridge 
George  Edward  Smith,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Paul  G.  Menke,  M.D.,  Murfreesboro 

Max  L.  Moss,  M.D.,  Murfreesboro 

James  Lundin  Rungee  Jr.,  M.D.,  Murfreesboro 

SCOTT  COUNTY  MEDICAL  SOCIETY 

Joseph  Patrick  McKenna,  M.D.,  Oneida 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Brian  A.  Armstrong,  M.D.,  Kingsport 
James  O.  Shirk,  M.D.,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Robert  Dabney  Phillips,  M.D.,  Gallatin 

WASHINGTON-UNICOI-JOHNSON 
COUNTY  MEDICAL  ASSOCIATION 

Glenn  Armen,  M.D.,  Johnson  City 
Cynthia  Naramore  Newton,  M.D.,  Johnson  City 
Jerry  L.  Roberts,  M.D.,  Johnson  City 
Sam  Thatcher,  M.D.,  Johnson  City 


oonnouneemenl/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

Feb.  4-7  Southeastern  Surgical  Congress — Hyatt, 

Tampa 

Feb.  7-9  American  Society  of  Dermatopathology — 

Washington,  DC 

Feb.  7-10  Uncertain  Times;  Preventing  Illness,  Pro- 

moting Wellness  (sponsored  by  AMA, 
FSMB,  Canadian  Medical  Assoc,  and  Fed- 
eration of  Medical  Licensing  Authorities  of 
Canada) — Sheraton  San  Marcos,  Chandler, 
Ariz. 

Feb.  7-10  American  Group  Practice  Association — 

Fontainebleau  Hilton,  Miami  Beach 

Feb.  10-15  American  Academy  of  Dermatology — 
Washington,  DC 


JANUARY,  1996 
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Feb.  14-18 
Feb.  18-22 
Feb.  22-27 
Feb.  23-27 
Feb.  25 

Feb.  25-Mar.  1 
Feb.  28-Mar.  3 

March  2-3 

March  2-7 

March  6-9 

March  7-10 

March  8-10 

March  10-14 
March  13-16 

March  13-17 

March  14-17 
March  15-18 

March  15-20 
March  16 
March  17-20 
March  20-22 

March  20-24 


American  Academy  of  Pain  Medicine — Lake 
Buena  Vista  Palace,  Orlando 
Association  of  Academic  Physiatrists — 
Ballys,  Las  Vegas 

American  Academy  of  Orthopaedic  Sur- 
geons— Atlanta 

American  Association  of  Orthopaedic  Medi- 
cine— Orlando 

American  Medical  Tennis  Association — 
John  Gardiners  Tennis  Ranch,  Phoenix 
Illinois  Pain  Treatment  Institute  Sympo- 
sium— Vail,  Colo. 

Family  in  Family  Medicine  Conference 
(sponsored  by  Society  of  Teachers  of  Family 
Medicine) — Amelia  Island,  Fla. 

Violence:  Implications  for  Clinical  Practice 
(sponsored  by  Am  Psychiatric  Assoc) — 
Royal  Sonesta,  New  Orleans 
Society  of  Cardiovascular  and  Interventional 
Radiology — Seattle/King  County  Conven- 
tion Center,  Seattle 

Association  for  Academic  Psychiatry — 
Hyatt,  Tampa 

American  Medical  Directors  Association — 
Hilton  Riverside,  New  Orleans 
American  Psychosomatic  Society — 
Williamsburg,  Va. 

Society  of  Toxicology — Anaheim,  Cal. 
International  Conference  on  the  Adjuvant 
Therapy  of  Cancer — Doubletree  Paradise 
Valley  Resort,  Scottsdale,  Ariz. 

American  Association  for  Pediatric  Ophthal- 
mology and  Strabismus — Cliff  Lodge, 
Snowbird,  Utah 

American  Medical  Student  Association — 
Hyatt,  Washington,  DC 
International  Society  for  Heart  and  Lung 
Transplantation — Waldorf  Astoria,  New 
York 

American  Academy  of  Allergy,  Asthma,  and 
Immunology — Hilton,  New  Orleans 
American  College  of  Legal  Medicine — Walt 
Disney  World  Dolphin,  Orlando 
American  Institute  of  Ultrasound  in  Medi- 
cine— Hilton,  New  York 
American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Disney’s  Contemporary 
Resort,  Buena  Vista,  Fla. 

Society  for  Adolescent  Medicine — Marriott 


Actions  of  the  Tennessee  State 
Board  of  Medical  Examiners 

October,  1995 

Name:  Pedro  Monotojo,  M.D.  (Sparta) 

Violation:  Disciplinary  action  taken  in  other 
states. 

Action:  Per  agreed  order,  license  placed  on  pro- 
bation for  five  years;  must  pass  SPEX  examination 
within  one  year;  must  complete  intensive  clinical 
training  program  within  one  year;  must  be  proc- 
tored  by  an  approved  physician  if  he  continues  to 
practice  during  clinical  training  period. 


Crystal  Gateway,  Arlington,  Va. 

March  22-24  Society  of  Civil  War  Surgeons — Hilltop 
House,  Harpers  Ferry,  W.Va. 

March  22-24  American  College  of  Nuclear  Medicine — 
Broadmoor,  Colorado  Springs 

March  23-26  American  College  of  Preventive  Medicine — 
Hyatt,  Dallas 

March  23-27  American  Society  of  Clinical  Hypnosis — 
Sheraton  World  Resort,  Orlando 

March  23-29  US  and  Canadian  Academy  of  Pathology — 
Hilton,  Washington,  DC 

March  23-30  American  Academy  of  Neurology — Marriott 
and  Moscone  Center,  San  Francisco 

March  24-27  American  College  of  Cardiology — Orlando 

March  26-3 1 American  Society  of  Regional  Anesthesia — 
Sheraton,  San  Diego 

March  27-30  American  College  of  Mental  Health  Admin- 
istration— Marriott,  New  Orleans 

March  28-30  Big  Sky  Pulmonary  and  Critical  Care  Medi- 
cine (sponsored  by  Am  Lung  Assoc) — Big 
Sky,  Mont. 

March  30-April  3 American  Radium  Society — Fairmont,  San 
Francisco 


STATE 

Feb.  23-24  Tennessee  Society  of  Anesthesiologists — 
Opryland  Hotel,  Nashville 

March  14-17  American  Burn  Association — Opryland  Ho- 
tel, Nashville 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  Octo- 
ber 1995.  This  list,  supplied  by  the  AMA,  does  not 
include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing 
medical  education,  including  20  hours  of  Category 
1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1; 
for  the  three-year  award,  physicians  report  150 
hours  of  CME,  60  of  which  are  Category  1.  Each 
application  for  the  PRA  must  also  verify  participa- 
tion in  Category  2 CME  activities. 

Hobart  H.  Beale,  M.D.,  Martin 
Robert  C.  Bone,  M.D.,  Lebanon 
Phillip  L.  Bressman,  M.D.,  Nashville 
James  D.  Bryant,  M.D.,  Nashville 
Walter  W.  Frey,  M.D.,  Nashville 
Francis  W.  Gluck  Jr.,  M.D.,  Nashville 
Gene  A.  Hannah,  M.D.,  Nashville 
Clair  S.  Hixson,  M.D.,  Kingsport 
Karl  F.  Hubner,  M.D.,  Knoxville 
Fred  A.  Hurst,  M.D.,  Knoxville 
Ronald  J.  Johnson,  M.D.,  Memphis 
Richard  W.  Quisling,  M.D.,  Hermitage 
G.  Michael  Schmits,  M.D.,  Chattanooga 
Brenda  A.  Snowman,  M.D.,  Cleveland 
Robert  H.  Williams,  M.D.,  Chattanooga 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But . . do  you  know  how  to  protect 
yourself  against  the  financiai  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HIV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

The  AMA-Sponsored  HTV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HTV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  1, 1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsqred  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1996. 


ADV9509 


( ) 

Name 

Business/School  Phone 

Address 

/ 

/ 

City 

L_ 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  □ Physician 

□ Resident 

□ Medical  Student 


Are  you  a member  of  the 

American  Medical  Association?  □ Yes  □ No 


A Subsidary  of  the  American  Medical  Association 


Highlights  of  the  TMA  Board  of  Trustees  Meeting 

October  8,  1995 

The  following  is  a summary  of  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical  Association  at 
its  regular  fourth  quarter  meeting  at  TMA  headquarters  in  Nashville.  THE  BOARD: 


Strategic  Planning 

Met  with  Mr.  Bill  Stiles,  of  the  Integem  Group,  to 
finalize  plans  on  the  TMA  strategic  plan. 

TMA  Physician  Resource  Network,  Inc. 

Received  a report  from  Dr.  Richard  Pearson  on  the 
status  of  the  TMA/PRN  and  its  plans  for  a statewide  phy- 
sician network. 

Information  Systems  Update 

Received  a status  report  from  Mr.  John  Grant  on  the 
progress  of  the  computer  system  and  telephone  system 
installation  at  TMA  headquarters. 

Judicial  Council  Report 

Agreed  to  the  recommended  changes  submitted  by 
Mr.  Marc  Overlock  to  the  Peer  Review  Procedures 
Guidebook. 

Podiatry  Update 

Received  a report  from  Mr.  David  Steed,  TMA  corpo- 
rate attorney,  on  the  podiatry  lawsuit,  notifying  the  Board 
that  the  Tennessee  Court  of  Appeals’  decision  in  favor  of 
the  TMA  was  upheld  by  the  Tennessee  Supreme  Court. 
The  court  had  ruled  that  a podiatrist  cannot  treat  the  ankle, 
and  cannot  advertise  being  other  than  a foot  specialist. 

Standing  & Special  Committee  Reports 

Received  written  reports  from  the  following  standing 
and  special  committees:  Committee  on  Medicine  and  Re- 
ligion, Communications  and  Public  Service  Committee, 
Sports  Medicine  Committee,  and  Committee  on  Govern- 
mental Medical  Services  and  Third  Party  Payors. 

Continuing  Medical  Education  Committee 

Received  a report  from  Dr.  Frank  White,  chairman  of 
the  CME  Committee,  stating  that  the  Committee  had  re- 
cently met  and  agreed  to  discontinue  its  program  of  joint 
sponsorship  with  nonaccredited  organizations.  The  Board 
affirmed  the  Committee’s  recommendation. 

Domestic  Violence  Campaign 

Received  a report  from  Mr.  Russ  Miller  noting  that 
over  $10,000  in  donations  from  the  domestic  violence 
photo  tour  would  be  sent  to  local  shelters  across  the  state 
in  the  name  of  TMA,  the  local  medical  society,  and  local 
TMA  Alliance  chapters.  The  Board  agreed  to  forward  a 
letter  of  appreciation  to  Mrs.  Lyn  Overholt,  TMA  Alli- 
ance president,  expressing  the  Board’s  gratitude  for  the 
excellent  job  the  Alliance  had  performed  in  making  the 
domestic  violence  photo  tour  a success. 

Tennessee  Medical  Foundation 

Received  a report  from  Dr.  David  Dodd,  recognizing 
Dr.  Charles  Womack,  chairman  of  the  Board  of  Tmstees, 


for  his  assistance  in  raising  over  $4,000  for  the  Impaired 
Physician  Program  from  the  Cookeville  General  Hospital 
and  area  physicians. 

Quarterly  Reports 

Received  written  reports  from  the  following  organiza- 
tions: SVMIC,  TMA  Physician  Services,  Inc.,  IMPACT, 
and  the  TMA  Alliance. 

Tennessee  Delegation  to  the  AMA 

Received  a report  from  Mr.  Alexander  that  four  mem- 
bers of  the  Tennessee  delegation  to  the  AMA  would  be 
retiring  in  December:  Drs.  John  Thomison,  Nashville, 
John  Derryberry,  Shelbyville,  Hamel  Eason,  Memphis, 
and  Thomas  Ballard,  Jackson,  represent  over  70  years 
combined  service  at  the  AMA. 

Agreed  to  endorse  the  candidacy  of  Dr.  Glenn  Crater, 
Memphis,  who  is  seeking  the  position  of  chairman  of  the 
Resident  Physician  Section  of  the  AMA;  agreed  to  allo- 
cate up  to  $1,000  to  his  candidacy. 

Review  of  1986  Resolutions 

Reviewed  all  TMA  resolutions  adopted  in  1986  for 
the  purpose  of  allowing  them  to  sunset,  and  adopted  posi- 
tions for  recommendation  to  the  TMA  House  of  Delegates. 

Medical  Care  Cost  Containment  Committee 

Agreed  to  defer  action  to  the  Executive  Committee  on 
submission  of  names  for  consideration  of  appointment  to 
the  Medical  Care  Cost  Containment  Committee. 

Annual  Meeting  Update 

Received  an  update  from  Mr.  John  Grant  and  Mr. 
Russ  Miller  on  the  program,  exhibitor  policy,  and  regis- 
tration fees  for  the  upcoming  TMA  Annual  Meeting. 

The  Board  agreed  to  meet  in  Chattanooga  in  1997, 
which  would  mean  meeting  in  East  Tennessee  two  con- 
secutive years,  and  directed  staff  to  explore  the  meeting 
site  and  alternative  meeting  sites  in  Nashville  for  1999. 

Third  Quarter  Financial  Statement 

Reviewed  the  third  quarter  financial  statement  as  sub- 
mitted by  Mr.  Alexander. 

Tentative  1996  Budget 

Agreed  to  tentatively  adopt  the  1996  budget  as  pre- 
sented by  the  TMA  Finance  Committee — Drs.  Michael 
A.  McAdoo,  Milan,  secretary/treasurer,  Ron  Overfield, 
Nashville,  and  James  Chris  Fleming,  Memphis. 

Third  Quarter  Board  Meeting — October  1996 

Accepted  the  invitation  from  Dr.  Pearson  and  other 
members  of  the  Board  from  West  Tennessee  to  hold  the 
1996  third  quarter  meeting  of  the  Board  of  Trustees  in 
Memphis.  □ 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greenevllle, 
Nashville,  Memphis,  Boliver,  and  Arlington.  Salary  potential  up  to  $140,000  based 
on  specialty  and  experience  needed.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice  but  will  give  full  consideration  to  others. 


SEND  RESUME  OR  CONTACT 


Julia  Bratcher,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 

Telephone:  (615)  231-5372 

FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
♦Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-0586 

Telephone:  (901)  867-2921 

FAX:  (901)  867-2921 

Stanley  Lipford,  Superintendent 
♦Nat  T.  Winston  Developmental  Center 
Highway  64  West 
Western  Institute,  TN  38074 
Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Robert  Erb,  Superintendent 
♦Greene  Valley  Developmental  Center 
P.  0.  Box  910 

Greenevllle,  TN  37744-0910 
Telephone:  (615)  639-2131 

FAX:  (615)  639-2131 


Lee  Thomas,  Superintendent 
♦Lakeshore  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (615)  584-1561 

FAX:  (615)  450-5203 

Russell  Vatter,  Superintendent 
♦Moccasin  Bend  Mental  Health  Institute 
Moccasin  Bend  Road 
Chattanooga,  TN  37405 
Telephone:  (615)  265-2271 

FAX:  (615)  785-3333 

Mike  Flynn,  Superintendent 
♦Western  Mental  Health  Institute 
Highway  64  West 
Western  Institute,  TN  38074 
Telephone:  (901)  658-5141 

FAX:  (901)  658-5141  Ext.  380 

Elizabeth  Banks,  Superintendent 
♦Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 

FAX:  (901)  543-6055 


Joe  Carobene 

♦Middle  TN  Mental  Health  Institute 
1501  Murfreesboro  Road 
Nashville,  TN  37243-0980 
Telephone:  (615)  366-7616 

FAX:  (615)  366-7672 

These  24  hour  care  facilities  are  stable  and  challenging  settings  serving 
children  and  adults  who  have  developmental  disabilities  or  mental  illness.  BENEFITS 
include:  professional  liability  coverage,  comprehensive  individual  benefits  valued  at 

an  additional  25%  to  salary,  academic  affiliations,  work  with  an  excellent  team  of 
professionals,  and  financial  assistance  with  job  interview  and  relocation  expenses. 
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continuin9  medieol 
educoMon  opportuniUe/ 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  as  a sponsor  of  continuing  medical 
education  for  physicians.  As  an  accredited  sponsor,  TMA  is  autho- 
rized to  designate  certain  CME  activities  for  credit  in  the  AMA 
Physician 's  Recognition  Award  Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions 
in  Tennessee  conducting  intrastate  CME  programs.  Any  organiza- 
tion conducting  such  programs  may  apply  to  TMA  for  accredita- 
tion as  a sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  should  be  made  in  writing  to:  Director  of  Continuing 
Medical  Education,  Tennessee  Medical  Association,  PO  Box 
120909,  Nashville,  TN  37212-0909. 


perience  includes  conferences,  ward 

rounds,  audiovisual  materials  and  contact 
with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd.,  Nash- 
ville, TN  37208,  Tel.  (615)  327-6235. 


IMPORTANT  NOTICE 

Published  in  this  section  are  many  educational  opportunities  which  come 
to  our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA/PRA  Category  1 
credit  is  provided  for  each  hour  of  participation.  Physicians 
must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  courses  are  available.  In  some 
cases,  registration  numbers  are  limited. 

For  information  contact  Division  of  CME,  Vanderbilt  Uni- 
versity School  of  Medicine,  D-8211  MCN,  Nashville,  TN 
37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 

Memphis 


Feb.  17-27 
Feb.  19-22 

Feb.  24-25 
March  1 1-15 
March  16-22 

March  26-31 

May  8-12 
June  6-7 
July  22-27 

Aug.  17-22 
Sept.  19-20 


Clinical  Medicine — Maui,  Hawaii 
Update  in  Obstetrics  and  Gynecology — 
Grand  Cayman  Island 
Radiology  Conference 
Ob/Gyn  Ski — Snowmass,  Colo. 

29th  Annual  Review  Course  for  the  Family 
Physician 

Symposium  on  Critical  Care  and  Emergency 
Medicine — Hot  Springs,  Ark. 

Perinatal  Social  Work 
General  Surgery  Update 
Contemporary  Issues  in  Obstetrics  and  Gy- 
necology— Destin,  Fla. 

Pharamacology  of  Thermoregulation 

28th  Conference  on  the  Mother,  Fetus,  and 

Newborn 


Chattanooga 


Feb.  18-23  Clinical  Medicine — Maui,  Hawaii 

March  28-29  Pediatrics 

June  26-29  Family  Medicine  Update 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of 
CME,  University  of  Tennessee,  800  Madison  Ave.,  Memphis, 
TN  38163,  Tel.  (901)  448-5547. 


IN  SURROUNDING  STATES 


WASHINGTON  UNIVERSITY— MISSOURI 


March  13-15 

March  21-22 
March  30 

May  2-3 
June  21-22 
July  25-27 
Sept.  6-7 


4th  Annual  Refresher  Course  and  Update  in 

General  Surgery 

Clinical  Pulmonary  Update 

Cardio-Pulmonary  Bypass  and  Coagulation 

Deficiencies  for  Surgeons 

Driving  and  the  Aging  Population 

10th  Annual  Frontiers  in  Endourology 

Clinical  Allergy  for  the  Practicing  Physician 

3rd  Annual  Current  Topics  in  Cardiothoracic 

Anesthesia 


For  information  contact  Cathy  Sweeney,  Office  of  CME, 
Washington  University  School  of  Medicine,  Box  8063,  660  S. 
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TMA  Alliance  Report 


Partners  in  Politics 


Many  of  us  remember  the  sacrifices  made  by  our 
spouses  and  ourselves  in  the  quest  for  a medical  degree 
and  board  certification.  Most  physicians  choose  to  be- 
lieve that  they  are  allowed  to  practice  their  profession 
because  of  their  hard  work  in  college,  four  years  of 
medical  school,  and  multiple  years  of  residency.  They 
are  mistaken!  In  Tennessee,  the  privilege  of  practicing 
medicine  is  determined  not  by  education  and  training, 
but  by  50  votes  in  the  House  and  17  votes  in  the  Senate. 

The  allied  health  professions  understand  this  all  too 
well  and  have  chosen  to  focus  their  efforts  on  the  Gen- 
eral Assembly.  Their  work  is  not  finished.  Nor  is  the 
work  of  the  TMA  Alliance.  The  Alliance  serves  as  a 
valuable  resource  to  TMA’s  legislative  program.  Alliance 
members  have  been  active  on  behalf  of  numerous  candi- 
dates, including  Senator  Bill  Frist.  Alliance  member  con- 
tacts with  legislators  continue  to  be  most  effective  in  as- 
suring that  medicine’s  voice  be  heard.  In  fact,  two 
physician  spouses  are  currently  serving  in  the  State 
House  of  Representatives. 

Optometry  is  without  peer  in  terms  of  understanding 
and  relying  on  the  legislative  path  to  practice,  having 
scored  significant  gains  in  Tennessee  and  other  states. 
What’s  next  on  their  political  agenda?  Laser  surgery.  It’s 
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no  joke. 

Chiropractors  are  attempting  to  use  the  upcoming 
battle  over  workers’  compensation  reform  to  gain  a bigger 
share  of  that  market.  They  have  demonstrated  a renewed 
interest  in  obtaining  authority  to  perform  and/or  order 
blood  and  urine  tests. 

During  the  past  year,  TMA  has  prevailed  in  a lawsuit  to 
prevent  podiatrists  from  extending  their  scope  of  practice 
from  the  foot  to  the  ankle.  After  winning  this  battle,  fought 
all  the  way  to  the  State  Supreme  Court,  TMA  is  prepared 
for  a legislative  challenge  by  the  podiatrists  next  year. 

These  are  only  a few  of  the  so-called  scope  of  practice 
issues  TMA  has  faced  or  will  be  facing,  issues  that  affect 
practically  every  medical  specialty.  That’s  why  IMPACT 
needs  your  help.  We  need  you  to  help  us  to  elect  leg- 
islators who  believe  as  we  do — that  the  privilege  of 
practicing  medicine  should  be  earned  through  education 
and  training,  and  not  through  legislation.  Partners  in 
Politics  sustaining  memberships  for  IMPACT  Alliance 
members  are  $100.  Won’t  you  please  do  your  part  to 
protect  your  spouse’s  practice  and  patients  by  joining 
IMPACT  today.  □ 

Annabel  Woodall 
TMAA  IMPACT  Representative 


MEfORM^OW 

FR  IM,  OB,  PEDS... 


Tennessee 

45 -r  Cities 

Nashville  Memphis 
Clarksville  Knoxville 
Kingsport  Morristown 


National 

750-rCities 

Huntsville  Cincinatti 
Little  Rock  Birmingham 
Louisville  St.  Louis 


Needed  in  Eastern  TN:  Ortho  (spine),  Oph,  Allergy, 
Rheum,  Psych,  Derm,  FP  and  IM 

The  Curare  Group,  Inc. 

(8II0)8III)-2I)28  Fai  (812)  331-0659 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST  #c  i 95mae 


Operational  Policy  & 
Procedure  Manuals 

Customized  For  The 
Physician  Office 


Carolyn  Avery  & Associates,  Inc. 

PO  Box  159012  * Nashville,  TN  37215 

(615)  383-6321 
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POSITIONS  AVAILABLE 

Columbia/HCA  is  currently  hiring  physicians  to  staff 
multiple  urgent  care  centers  in  the  Jackson,  Tennes- 
see, area.  Each  center  is  equipped  with  a full  support 
staff  including  lab  and  x-ray.  We  offer  an  extremely 
competitive  salary  and  benefit  package  (stock  op- 
tions, 401 K,  33  paid  days  off  per  year,  etc.).  Reloca- 
tion expenses  and  malpractice  paid. 

Please  direct  inquiries  to:  Larry  Dillaha,  M.D.,  230 
25th  Ave  North,  2nd  Floor,  North  Wing,  Suite  2322, 
Nashville,  TN  37203.  Telephone  (615)  342-2322. 


PEDIATRICIAN  NEEDED 

KNOXVILLE,  TENNESSEE 

Pediatric  practice  with  1 in  5 call.  Outpatient  focus. 
Competitive  compensation  and  benefits.  The  area 
and  its  pleasures  speak  for  themselves. 

Call  Patience  Schock  at  (800)  546-0954,  ext.  3954, 
or  fax  CV  to  (314)  725-1892. 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physi- 
cians for  four  Regional  Health  Officer  positions,  based  in 
Nashville,  Columbia,  Johnson  City,  and  Blountville.  Salary 
in  mid-80s  to  low-90s.  Applicants  must  have  an  MD  or 
DO  degree  and  post  medical  education  and  clinical  expe- 
rience in  a primary  care  specialty  totaling  at  least  three 
years.  A master’s  degree  in  public  health  may  be  substi- 
tuted for  two  years  of  experience.  Must  be  licensed  in 
Tennessee.  Further  details  available  from:  Ruth  M. 
Hagstrom,  M.D.,  Tennessee  Department  of  Health,  Ten- 
nessee Tower-1 1th  Floor,  312  8th  Ave.  N.,  Nashville,  TN 
37247-4501.  Phone  (615)  532-2431.  TDH  is  an  equal  op- 
portunity, equal  access,  affirmative  action  employer. 


FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting 
CVs  from  Family  Practitioners,  Internists,  and  other 
Board-eligible/Board-certified  physicians.  Guaran- 
teed salary  with  excellent  benefits  including  paid 
malpractice  insurance,  continuing  education  as- 
sistance, a retirement  program,  and  moving  ex- 
pense allowance.  Approved  loan  repayment  site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services 
Consortium,  3825  Hwy.  66  South,  Rogersville,  TN 
37857.  Phone:  (615)  272-9163.  (EOE) 


NEW  EMERGENCY  MEDICINE 
OPPORTUNITIES! 


Five  New  Hospital  Clients  in 
the  Greater  Nashville  Area! 


Team  Health’s  Southeastern  Emergency  Physicians 
will  be  adding  five  new  hospital  clients  in  the  greater 
Nashville  area.  Whether  you  want  to  live  in  the 
nation’s  heart  of  country  music,  enjoy  the  cultural 
and  recreational  pleasures  afforded  by  a metropoli- 
tan area  or  simply  enjoy  the  tranquility  of  the  rural 
South,  we  have  an  opportunity  that’s  right  for  you. 

Team  Health’s  contracted  physicians  enjoy  a 
generous  compensation  package  including  flexible 
scheduling  with  no  on-call  and  paid  malpractice. 
Most  importantly,  you  will  be  a member  of  a group 
on  the  cutting  edge  of  the  health  care  industry. 


For  more  information  about  these 
fantastic  opportunities  in  Central 
Tennessee,  contact  John  Craig  at 

1-800-342-2898 


TEAM 

HEALTH 


Emergency  Care  Specialists  is 
one  of  America’s  fastest  growing 
contract  management  groups. 
Our  physicians  pride  themselves 
on  providing  the  highest  quality 
care  while  working  in  a stable 
and  rewarding  work  environment. 

Currently  we  are  recruiting  physicians  seek- 
ing the  advantages  of  small-town  living  in 
beautiful  Eastern  Arkansas,  only  a 45-minute 
drive  from  Memphis. 

Qualified  candidates  should  be  Board  pre- 
pared or  Board  certified  in  emergency  medi- 
cine, or  a primary  care  specialty  with  experi- 
ence in  an  emergency  department  of  12,000 
annual  patient  visits  or  greater. 

CONTACT: 

DAVE  MCLEOD 

1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33179 
PHONE:  (800)  372-2600 
FAX:  (305)  947-9990 
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The  TMA  Placement  Service  is  a public  service  designed  to  assist  physicians  seek- 
ing practice  opportunities  in  Tennessee  and  communities  seeking  new  physicians 
(fee-for-service  agency  inquiries  not  accepted).  For  information  contact  the  Place- 
ment Service  Office,  PO  Box  120909,  Nashville,  TN  37212-0909— (615)  385-2100. 


LOCATIONS  WANTED 


PHYSICIANS  WANTED 


ANESTHESIOLOGIST — age  46,  graduate  of  Bowman  Gray  School  of 
Medicine  in  1975 — seeks  a solo  or  group  practice  in  a rural  location  in 
Middle  or  East  Tennessee.  Board  certified.  Available  now.  LW-2232 


PHYSIATRIST — age  31,  graduate  of  State  University  of  New  York  at 
Buffalo  School  of  Medicine  in  1991 — seeks  a practice  in  Middle  Ten- 
nessee. Board  eligible — physical  medicine  and  rehabilitation.  Avail- 
able August  1996.  LW-2233 


GENERAL  SURGEON — age  50,  graduate  of  McGill  University  Medi- 
cal School  in  1968 — seeks  a practice  in  Tennessee.  Board  certified. 
Available  now.  LW-2235 


INTERNIST/FAMILY  PRACTITIONER— age  27,  graduate  of  Maulana 
Azad  Medical  College  (India)  in  1990 — seeks  a solo  or  group  practice 
or  industrial  staff  position  in  Tennessee.  Board  eligible.  Currently  in 
third  year  of  three-year  residency.  LW-2236 


PSYCHIATRIST — age  41,  graduate  of  Tulane  University  School  of 
Medicine  in  1979 — seeks  a group  practice,  or  institutional  or  industrial 
staff  position  in  Tennessee.  Board  eligible.  Available  now.  LW-2237 


PSYCHIATRIST — age  54,  graduate  of  University  of  Cape  Town 
(South  Africa)  in  1963 — seeks  a group  practice  or  institutional  staff 
position  in  Chattanooga.  Board  certified.  Available  now.  LW-2238 


GENERAUVASCULAR  SURGEON— age  38,  graduate  of  University 
of  Tennessee  College  of  Medicine,  Memphis  in  1985 — seeks  a solo 
or  group  practice  in  East  Tennessee.  Board  certified.  Available  now. 

LW-2239 


ANESTHESIOLOGIST — graduate  of  Universidad  Autonoma  de 
Ciudad  Juarez  School  of  Medicine  (Mexico)  in  1981 — seeks  a prac- 
tice in  Tennessee.  Board  certified.  Available  now.  LW-2240 


PEDIATRICIAN — age  41,  graduate  of  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill  in  1982 — seeks  a solo  or  group  prac- 
tice, or  institutional  staff  position  in  Middle  Tennessee.  Board  certified. 
Available  now.  LW-2241 


SURGEON/FAMILY  PRACTITIONER — age  53,  graduate  of  BJ  Medi- 
cal College,  Ahmedabad  (India)  in  1966 — seeks  a practice  in  a rural 
setting  in  Tennessee.  Available  now.  LW-2242 


FAMILY  PRACTITIONER — needed  in  rural  community  of  Wartburg  in 
East  Tennessee  to  join  a group  practice.  Must  be  board  eligible. 
Needed  now.  PW-1210 


OB/GYN — needed  in  Chattanooga  to  join  a group  practice.  Must  be 
either  board  certified  or  board  eligible.  Needed  now.  PW-1211 


FAMILY  PRACTITIONER— needed  in  Knoxville  to  join  a group  prac- 
tice. Must  be  board  certified.  Needed  now.  PW-12t2 


FAMILY  PRACTITIONER  or  OCCUPATIONAL,  PREVENTIVE  or 
EMERGENCY  MEDICINE  PHYSICIAN— needed  in  Memphis  to  join  a 
group  practice.  Board  certified  or  board  eligible  preferred.  Needed 
now.  PW-1214 


INTERNIST,  FAMILY  PRACTITIONER  or  GENERAL  PRACTITIO- 
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Physicians,  Residents,  and  Medical  Students: 


You  know  how  to  protect  yourself 
against  HIV.  But . . do  you  know  how  to  protect 
yourself  against  the  financial  consequences? 

As  a medical  professional,  you  may  have  increased  exposure  to 
HFV  infection. 

Regardless  of  the  precautions  taken,  members  of  the  medical  community  may 
be  at  higher  risk  for  exposure  to  HIV  infection. 

Traditional  insurance  was  not  designed  to  provide  financial 
protection  against  HTV  infection. 

Although  you  may  have  adequate  amounts  of  life,  health  and  disability  insurance, 
none  are  specifically  designed  to  protect  you  against  the  financial  consequences  of 
HIV  infection.  That  includes  loss  of  income  and  cost  of  treatment. 

The  AMA-Sponsored  HTV  Indemnity  Insurance  Plan  pays  a lump  sum 
benefit  upon  first-time  diagnosis  of  HTV  seropositivity  - up  to  $500.000. 

The  plan  is  designed  to  help  meet  your  financial  needs  if  you  become  infected  with 
HIV,  regardless  of  any  other  insurance  you  may  have. 

The  deadline  for  enrollment  in  the  HTV  Indemnity  Plan 
is  March  1, 1996. 

For  complete  details  and  cost  of  this  coverage,  request  your  FREE,  no-obligation  infor- 
mation about  the  HIV  Indemnity  Plan  today.  Complete  and  return  the  request  form 
below  or  call  the  AMA  Insurance  Agency  toll-free:  1-800-458-5736  (Monday  through 
Friday,  9:00  a.m.  to  4:45  p.m.  Central  time).  Applications  Cannot  be  accepted  after  March  1,  1996, 
when  the  current  enrollment  period  ends. 


Co-sponsored  by: 


DON’T  FORGET  — OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1996! 
CALL  1-800-458-5736  OR  COMPLETE  AND  RETURN  THE  REQUEST  FORM  BELOW: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska, 


□ YES!  I want  FREE  information  about  how  I can  help  protect  myself 
financially  against  HIV.  Please  send  me  complete  details  and  costs 
for  this  coverage.  I understand  that  requesting  this  information 
places  me  under  no  obligation.  However,  my  application  must  be 
received  before  the  current  enrollment  period  ends  — March  1 , 1 996. 
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The  Posttraumatic  Pulmonary  Mass 

MATTHEW  MATHAI,  M.D.;  RYLAND  P.  BYRD  JR.,  M.D.;  and  THOMAS  M.  ROY,  M.D. 


ABSTRACT 

Each  year  approximately  2 million  people  are 
seriously  injured  in  traffic  accidents.  Injuries  to 
the  chest  play  a major  role  in  the  mortality  and 
morbidity  of  these  patients.  One-third  to  one- 
half  of  motor  vehicle  crash  victims  suffer  blunt 
thoracic  trauma.  The  spectrum  of  injuries  is 
broad  but  posttraumatic  pulmonary  masses  are 
rarely  noted.  The  proper  use  of  radiographic 
imaging  procedures  allows  documentation  of 
pulmonary  hematoma  and  exclusion  of  more 
ominous  lesions. 


Introduction 

A pulmonary  hematoma  is  a hemorrhagic  col- 
lection within  the  lung  parenchyma.’  Trauma  is  the 
usual  inciting  event.^  In  general,  pulmonary  hema- 
tomas resolve  gradually  in  five  to  six  weeks  without 
consequence.  When  present  for  a longer  period 
these  intraparenchymal  lesions  may  become  a diag- 
nostic and  therapeutic  dilemma.^  Our  patient  with  a 
persistent  intrapulmonary  hematoma  allows  us  to 
review  the  natural  history  of  these  lesions. 

Case  Report 

A 62-year-old  man  was  referred  for  evaluation  of  a pul- 
monary mass.  The  patient  smoked  cigarettes  and  suffered 
from  chronic  obstructive  pulmonary  disease  (COPD).  The 
pulmonary  mass  was  noted  on  roentgenographic  examination 
of  the  chest  during  an  emergency  room  visit  for  exacerbation 
of  his  COPD.  The  patient  was  chronically  short  of  breath  but 
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denied  other  symptoms.  He  specifically  denied  hemoptysis, 
fevers,  chills,  weight  loss,  and  night  sweats.  He  had  no  known 
exposure  to  tuberculosis. 

Three  months  earlier,  the  patient  was  an  unrestrained 
driver  in  an  out-of-state  motor  vehicle  crash.  The  patient’s 
chest  had  struck  the  steering  wheel,  resulting  in  a contusion 
of  the  left  lower  lobe  and  lingula.  He  had  experienced  infre- 
quent and  small  amounts  of  hemoptysis  following  this,  but 
this  had  resolved  completely.  He  did  not  seek  medical  atten- 
tion after  the  initial  hospital  evaluation. 

He  had  had  coronary  bypass  surgery,  hypertension,  and 
COPD.  Medication  at  the  time  of  our  evaluation  included 
digoxin,  nifedipine,  and  albuterol  and  ipratropium  bromide  by 
metered  dose  inhalers. 

The  patient  was  afebrile  and  his  vital  signs  were  normal. 
Auscultation  of  the  chest  revealed  coarse  breath  sounds  with 
an  occasional  wheeze.  No  murmur  was  detected.  There  was 
no  lymphadenopathy  in  the  neck,  axilla,  or  groin. 

The  patient’s  laboratory  findings  were  normal.  His  hemo- 
globin and  hematocrit  were  12.2  gm/dl  and  36%,  respectively. 
Chest  roentgenogram  documented  a rounded  mass  in  the  left 
lower  lobe  (Fig.  1),  and  computerized  tomography  (CT)  rein- 
forced the  diagnosis  of  an  intrapulmonary  hematoma  (Fig.  2). 

The  patient’s  clinical  status  was  monitored  with  chest 
roentgenograms  for  four  months.  He  did  well,  and  his  intra- 
pulmonary hematoma  resolved  slowly  without  intervention  or 
treatment. 

Discussion 

Although  penetrating  chest  injuries  are  often  as- 
sociated with  pulmonary  parenchymal  lacerations, 
blunt  chest  trauma  rarely  leads  to  a radiographically 
apparent  pulmonary  hematoma.  Hematomas  on 
chest  roentgenogram  are  spherical  with  well-defined 
margins.^  In  the  context  of  chest  injury,  plain  roent- 
genographic examination  may  be  inadequate  to 
make  the  initial  diagnosis.  A concurrent  tear  in  a 
small  airway  may  result  in  an  air/fluid  level,  further 
complicating  an  accurate  diagnosis.’’  CT  is  the  more 
effective  and  sensitive  radiologic  technique  for  dif- 
ferentiating pulmonary  parenchymal  lesions  follow- 
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Figure  1.  PA  chest  roentgenogram  documenting  a 4 x 5-cm  rounded 
mass. 


Figure  2.  CT  scan  of  the  chest  showing  a rounded  homogeneous 
and  nonenhancing  mass. 


ing  chest  trauma.  On  CT,  early  pulmonary  hemato- 
mas are  irregular  masses  with  indistinet  borders,  but 
they  mature  and  organize  into  solid  nonenhancing 
masses  that  are  rounded  and  homogeneous.^ 

Although  pulmonary  hematomas  usually  resolve 
within  five  weeks, ^ they  occasionally  continue  to 
expand^  because  blood  and  its  breakdown  products 
are  irritants  that  cause  exudation  from  the  fragile 
capillaries  in  the  granulation  tissue  surrounding  the 
lesion.^  Rarely,  a pulmonary  hematoma  may  persist 
for  months  or  years. ^ If  the  lesion  is  still  present 
after  six  weeks,  or  if  a history  of  previous  trauma  is 
not  available,  then  malignancy,  tuberculosis,  pul- 
monary abscess,  and  septic  emboli  should  be  con- 
sidered.' In  this  setting,  magnetic  resonance  imag- 
ing may  be  helpful  and  avoid  unnecessary  invasive 
procedures.  A hematoma,  imaged  by  magnetic  reso- 
nance, is  a hyperintense  mass  with  a higher  signal 
rim  on  T, -weighted  imaging  and  an  irregular  hyper- 
intense mass  on  T, -weighted  imaging.®  These 
changes  are  consistent  with  the  lysis  of  red  blood 
cells  and  oxidation  of  hemoglobin  within  the  hema- 
toma, and  essentially  rule  out  other  pathology. 

In  most  cases  no  specific  therapy  is  required  for 
an  intrapulmonary  hematoma.  Prophylactic  antibiot- 
ics are  not  indicated.*  If  the  hematoma  becomes 
secondarily  infected,  CT-guided  fine-needle  aspira- 
tion allows  rapid  diagnosis  and  effective  selection 
of  antibiotics.  This  technique  may  obviate  the  need 
for  thoracotomy.'  In  unusual  cases,  open  thora- 
cotomy or  closed-chest  tube  thoracotomy  has  been 
necessary  when  a hematoma  compresses  viable  lung 
or  bronchi  with  subsequent  significant  postobstruc- 
tive pneumonia.  □ 
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When  Goody 's  Powder  Is  Not  So  Good 


RONALD  C.  HAMDY,  M.D.;  SHARON  W.  MOORE,  M.D.; 
MELINDA  MICKLEWRIGHT,  D.Ph.;  and  VALERIE  F.  BEECHAM,  Pharm.D. 


Case  Report 

A 68-year-old  white  man  with  osteoarthritis  that  espe- 
cially affected  both  his  knees  and  hip  joints  was  receiving  no 
prescribed  medication.  He  controlled  his  symptoms  by  taking 
one  to  two  tablets  of  over-the-counter  ibuprofen  three  times 
daily.  He  lived  alone  in  an  apartment  and  led  an  active  social 
life. 

He  entered  the  clinic  because  of  dizziness,  exacerbated 
when  he  stood  up.  It  had  worsened  over  the  past  few  days, 
and  he  had  recently  almost  collapsed  while  attempting  to 
stand.  He  also  complained  of  shortness  of  breath  after  mini- 
mal exertion  and  reported  dark  stools  that  were  almost  black. 
In  addition  to  ibuprofen,  he  kept  a supply  of  Goody’s  Powder 
at  home,  which  he  also  had  been  taking  regularly  for  the  past 
few  days.  He  had  not  been  taking  any  prescribed  medication 
and  neither  smoked  nor  consumed  alcohol. 

Clinical  examination  was  significant  for  tachycardia  and 
postural  hypotension.  His  resting  pulse  rate  was  120/min  and 
regular,  with  occasional  ectopic  beats.  His  blood  pressure 
dropped  from  125/65  to  90/40  mm  Hg  on  standing  from  a 
supine  position.  This  was  accompanied  by  severe  dizziness, 
which  was  relieved  by  lying  down.  He  also  exhibited  evi- 
dence of  moderate  dehydration. 

Osteoarthritis  affecting  both  knee  joints  was  evident, 
though  there  was  no  limitation  in  range  of  motion.  Passive 
movement  of  the  head  did  not  elicit  any  significant  dizziness. 
There  was  no  hearing  loss.  Rectal  examination  revealed  soft 
hemoccult-positive  fecal  masses.  The  rest  of  the  examination 
was  clinically  unrewarding. 

Laboratory  investigation  revealed  a hemoglobin  level  of 
4.8  gm/dl,  hematocrit  14.2%,  and  a Chem-28  within  normal 
limits.  Endoscopy  revealed  multiple  superficial  antral  ero- 
sions. The  patient  was  hospitalized,  rehydrated,  and  trans- 
fused with  four  pints  of  blood.  Early  during  his  hospitaliza- 
tion he  developed  heart  failure,  which  necessitated  his 
transfer  to  the  intensive  care  unit.  Subsequently  he  no  longer 
felt  dizzy  on  standing  up,  the  orthostatic  hypotension  was  no 
longer  evident,  and  his  general  condition  improved  signifi- 
cantly. He  was  discharged  home,  with  a caution  not  to  take 
ibuprofen  or  Goody’s  Powder,  but  instead  to  use  acetami- 
nophen should  his  pain  become  severe.  The  patient  remained 
in  the  hospital  14  days  at  a total  cost  of  $18,900. 

Discussion 

All  nonsteroidal  anti-inflammatory  drugs  (NSAIDs) 
inhibit  the  production  of  gastric  prostaglandins, 
leaving  the  gastric  mucosa  highly  susceptible  to  in- 
jury. Superficial  gastritis  is  therefore  a common 
complication  of  taking  NSAIDs.  This  may  produce 
upper  abdominal  pain,  heartburn,  and  dyspepsia,  or 
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it  may  be  silent  because  of  the  anti-inllammatory 
and  analgesic  properties  of  the  NSAIDs.  Continued 
gastritis  may  result  in  blood  loss  which,  if  severe, 
may  lead  to  significant  anemia.  Even  if  not  severe, 
the  regular  loss  of  small  amounts  of  blood  may 
eventually  lead  to  severe  and  significant  anemia,  as 
was  the  case  with  this  patient. 

It  is  estimated  that  15%  to  20%  of  patients  tak- 
ing NSAIDs  develop  gastric  or  duodenal  ulcers,  and 
about  3%  develop  a hemorrhage  or  perforation.' 
These  complications  are  much  more  likely  in  older 
patients,  the  physically  disabled,  patients  who  have 
previously  experienced  adverse  gastrointestinal  ef- 
fects, and  those  using  large  doses  of  NSAIDs.^ 
Complications  occur  more  frequently  with  long- 
acting  compounds  than  with  short-acting  ones.  In  a 
case-control  study  of  644  patients  with  upper  gas- 
trointestinal hemorrhage  and  perforation,  the  risk  of 
this  complication  was  reported  to  be  4.8  with 
piroxicam,  as  opposed  to  0.7  with  ibuprofen.  The 
odds  ratio  for  upper  gastrointestinal  complications 
increased  with  age  from  2.0  in  patients  under  the 
age  of  59  years,  to  3.0  in  patients  60  to  79  years  of 
age,  and  to  4.2  in  patients  80  years  of  age  and  older. 
The  concomitant  intake  of  more  than  one  NSAID 
and  intake  of  alcohol  substantially  increased  the 
risk  of  upper  gastrointestinal  complication.^ 

It  is  worth  emphasizing  that  often  the  erosive 
gastritis,  and  acute  as  well  as  chronic  bleeding,  may 
be  “silent”  because  of  the  anti-inflammatory  activ- 
ity of  NSAIDs."'  A prospective  study  of  80  patients 
ingesting  2.5  gm  or  more  of  aspirin  for  at  least 
three  months  revealed  that  as  many  as  40%  had 
endoscopic  evidence  of  gastric  erosions,  and  20% 
had  gastric  ulcers.  Only  about  one-third  of  these 
patients  were  symptomatic  and  complained  of  epi- 
gastric symptoms.  One-third  of  these  patients  with 
proven  endoscopic  lesions  were  completely  asympto- 
matic, and  only  after  prompting  did  the  other  third 
admit  to  having  had  symptoms.^ 

There  is  a need  for  increased  public  awareness 
about  the  potential  side  effects  of  NSAIDs  available 
over  the  counter,  since  adverse  effects  are  enhanced 
by  combining  NSAIDs.  This  is  particularly  impor- 
tant given  the  recent  proliferation  of  pain  relievers 
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TABLE  1 

OVER-THE-COUNTER  PAIN  RELIEVERS 


Over-the-Counter  Products 


Containing  Aspirin 

Aspirin 

Acetaminophen 

Other 

Halfprin 

165  mg  EC 

Aspergum 

227.5  mg 

Bayer 

325  mg 

Maximum  Strength  Bayer 

500  mg 

Therapy  Bayer 

325  mg 

8-hour  time  release  Bayer 

650  mg 

Empirin 

325  mg 

Genprin 

325  mg 

Norwich 

325  mg 

Norwich  Extra-Strength 

500  mg 

Ecotrin 

325  mg  EC 

Ecotrin  Maximum  Strength 

500  mg  EC 

Ascriptin 

325  mg 

Buffers 

Magnaprin 

325  mg 

Buffers 

Bufferin 

325  mg 

Buffers 

Cama 

500  mg 

Buffers 

Buffex 

325  mg 

Buffers 

Wesprin 

325  mg 

Buffers 

Alka-Seltzer 

325  mg 

Buffers 

Alka-Seltzer  Extra  Strength 

500  mg 

Buffers 

Saleto 

210  mg 

1 15  mg 

Salicylamide  & Caffeine 

Gelpirin 

240  mg 

125  mg 

Caffeine 

Vanquish 

227  mg 

194  mg 

Buffers  & Caffeine 

Excedrin 

250  mg 

250  mg 

Caffeine 

BC  Tablets 

325  mg 

Salicylamide  & Caffeine 

Anacin 

400  mg 

Caffeine 

Cope 

421  mg 

Caffeine 

Momentum 

500  mg 

Phenyltoloxamine 

Over-the-Counter  Drugs 
Containing  ibuprofen 

Ibuprofen 

Aches-N-Pain 

200  mg 

Advil 

200  mg 

Excedrin  IB 

200  mg 

Genpril 

200  mg 

Haltran 

200  mg 

Ibuprin 

200  mg 

Ibuprohm 

200  mg 

Ibu-tab 

200  mg 

Medipren 

200  mg 

Midol  200 

200  mg 

Motrin  IB 

200  mg 

Nuprin 

200  mg 

Pamprin  IB 

200  mg 

Saleto  200 

200  mg 

Trendar 

200  mg 

Other  Over-the-Counter  Drugs 
Containing  Other  NSAIDs 

NSAID 

Aleve 

Naproxen  sodium 

220  mg 

(Table  1),  and  the  variety  of  preparations  available 
over  the  counter  that  contain  aspirin,  acetami- 
nophen, ibuprofen,  or  naproxen.  Brand-conscious 
consumers  may  purchase  a product  without  under- 
standing the  true  ingredients,  and  the  result  may  be 
deleterious. 

We  are  pleased  to  report  a happy  ending  to  this 
case.  However,  the  resolution  had  a hospital  cost  of 
$18,900.  This,  of  course,  does  not  include  the  suf- 
fering and  mental  anguish.  We  believe  that  if  medi- 
cations are  to  be  available  over  the  counter,  pur- 


chasers should  be  clearly  informed  of  potential  ad- 
verse effects  and  drug  interactions  to  avoid  episodes 
like  the  one  reported  above.  □ 
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Trauma  Rounds 


Penetrating  Wound  to  the  Shoulder: 

A Case  Report  that  Illustrates  the  Need  for  a 
Multisystem  Approach  to  Injury 

NICK  D.  MANITZAS,  M.D.  and  BLAINE  L ENDERSON,  M.D. 


Introduction 

Injury  to  the  shoulder  and  surrounding  structures 
can  cause  major  morbidity.  Sports-related  shoulder  in- 
juries are  considered  most  commonly  but  other  forms 
of  blunt  trauma  and  penetrating  trauma  can  also  injure 
the  shoulder.  Both  blunt  and  penetrating  injuries  are 
capable  of  causing  significant  vascular,  neurologic, 
and  orthopedic  problems.  Penetrating  wounds  espe- 
cially may  present  the  trauma  team  with  a diagnostic 
challenge  as  a result  of  the  complex  arrangement  of 
neurovascular  structures  surrounding  the  osseous 
framework  of  the  joint.  The  clinical  presentation  of 
gunshot  wounds  may  range  from  the  “in  and  out” 
wound  that  can  be  managed  on  an  outpatient  basis,  to 
life  and  death  wounds  with  associated  vascular  injury. 

Case  Report 

A 38-year-old  man  positioned  in  the  driver’s  seat  was  shot 
three  times  from  the  passenger  window  of  his  car.  He  was 
taken  to  a local  hospital  where  he  denied  loss  of  conscious- 
ness but  complained  of  right  arm,  shoulder,  and  left  jaw  pain. 
He  was  reported  to  be  neurologically  intact,  with  stable  air- 
way and  hemodynamics.  He  had  a weak  right  radial  pulse  and 
a hematoma  at  the  base  of  the  neck  at  the  right  shoulder. 
Chest  and  right  shoulder  radiographs  revealed  two  projectiles, 
one  situated  above  the  middle  of  the  right  clavicle  at  the  base 
of  the  neck  and  one  superior  to  the  left  clavicle  at  the  junc- 
tion of  the  middle  and  medial  thirds.  There  were  no  fractures, 
no  hemopneumothorax,  and  no  rib  injuries  (Fig.  1).  After  it 
was  ascertained  that  the  patient  was  stable,  he  was  transported 
by  ground  to  the  University  of  Tennessee  Medical  Center  at 
Knoxville. 

The  patient  arrived  awake,  alert,  and  cooperative,  with  the 
same  complaints  as  above  but  now  with  burning  and  numb- 
ness in  his  right  arm.  Vital  signs  on  arrival  were  pulse  133/ 
min,  blood  pressure  210/70  mm  Hg,  and  respirations  32/min. 
Physical  examination  revealed  three  obvious  wounds  on  the 
right  shoulder.  He  was  tachypneic  but  maintaining  his  own 
airway,  and  breath  sounds  were  clear  and  equal  bilaterally. 
He  had  an  obvious  right  buccal  tear  and  an  open  left  man- 
dible fracture  with  very  little  bleeding.  The  patient  did  have  a 
hematoma  at  the  base  of  the  neck  on  the  right  that  appeared 
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to  be  nonexpanding,  though  its  pulsatile  nature  was  of  major 
concern.  He  had  a decreased  though  present  right  radial 
pulse,  and  no  neurologic  function  in  his  right  upper  extremity. 

An  angiogram  of  the  aortic  arch,  carotids,  and  bilateral 
subclavian  vessels  and  the  right  axillary  artery  revealed  injury 
to  the  distal  subclavian  artery  and  vein  with  fistula  formation, 
as  well  as  a pseudoaneurysm  in  the  artery  (Fig.  2).  There  was 
very  little  distal  flow  in  the  axillary  artery,  and  very  little 
return  from  the  axillary  vein.  There  was  no  extravasation  of 
the  contrast  medium,  and  the  other  vessels  were  intact. 

The  patient  was  taken  to  the  operating  room,  where  under 
general  anesthesia  an  incision  was  made  at  the  base  of  the 
right  side  of  the  neck  with  dissection  through  the  platysma  to 
obtain  proximal  control  of  the  subclavian  artery.  A second 
incision  was  made  extending  from  the  medial  head  of  the 
right  clavicle  laterally  across  the  shoulder  to  the  mid-upper 
extremity.  The  brachial  vessels  were  controlled  and  explora- 
tion proceeded  medially  from  the  intact  distal  vessels.  The 
injuries  included  total  transection  of  the  axillary  vein,  which 
was  ligated.  The  axillary  artery,  which  had  a partial  tran- 
section of  about  5 mm,  was  debrided  back  to  normal  tissue 
and  a thin-walled  6-mm  PTFE  graft  was  placed.  Further  ex- 
ploration revealed  damage  to  all  brachial  plexus  trunks. 
After  repair  of  the  axillary  artery  a good  radial  pulse  was 
found  and  the  wound  was  closed,  with  repair  of  the  pectoral 
muscles. 

Subsequent  to  the  vascular  repair,  the  oral-maxillofacial 
surgeons  repaired  the  mandible  fracture  and  several  lacera- 
tions of  the  tongue  and  oral  mucosa. 

The  patient  recovered  well  postoperatively  from  the  vas- 
cular and  oral  repairs,  but  he  did  not  regain  neurologic  func- 
tion of  the  upper  extremity.  He  had  no  mobility  (including 
shoulder  shrug)  or  sensation,  with  the  exception  of  a burning 
pain  in  the  proximal  shoulder.  The  patient  was  eventually  dis- 
charged to  a rehabilitation  center  for  inpatient  therapy,  and 
will  be  followed  by  neurology,  neurosurgery,  and  orthopedics 
for  final  determination  of  his  treatment. 

Discussion 

Due  to  the  close  relationships  of  the  structures,  the 
shoulder  is  a complex  joint.  The  subclavian  artery  be- 
comes the  axillary  artery  as  it  crosses  the  first  rib, 
which  in  turn  has  three  divisions.  Each  of  these  gives 
off  major  branches  to  the  shoulder  structures.  The 
nerve  supply  to  the  shoulder  and  upper  extremity  lies 
in  close  proximity  to  the  vascular  structures.  The  bra- 
chial plexus  (formed  by  ventral  roots  of  C5-T1)  runs 
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Figure  1.  Plain  upright  chest  radiograph  revealing  two  projectiles 
without  pneumothorax  or  bone  injury. 

between  the  subclavian  artery  and  vein  proximally. 
Major  branches  of  the  plexus  run  behind,  superior  to, 
and  within  the  axillary  sheath  and  can  be  injured  dur- 
ing vascular  injury.  Injury  may  occur  distally  in  the 
shoulder  as  well  as  proximally  in  the  chest  and  neck. 
Studies  also  demonstrate  an  association  of  arterial  in- 
jury in  the  shoulder  with  injuries  to  the  carotids,  aorta, 
spine,  esophagus,  trachea,  and  lung.' 

Gunshot  wounds  to  the  shoulder  represent  approxi- 
mately 9%  of  gunshot  wounds  to  extremities.  Of  that 
9%,  15%  have  vascular  injuries  and  15%  have  major 
orthopedic  injuries  requiring  treatment.  Studies  have 
revealed  a fourfold  greater  incidence  of  vascular  injury 
with  major  orthopedic  injuries.'^  Only  50%  of  patients 
with  neural  injury  of  the  shoulder  will  regain  any  func- 
tion at  all,  and  as  few  as  12%  will  recover  normal  func- 
tion.^ These  injuries  require  prompt  decision  making  to 
reduce  long-term  morbidity. 

The  case  above  illustrates  many  of  the  concepts  of 
diagnosis  and  treatment  of  shoulder  injury  by  penetrat- 
ing gunshot.  The  cornerstone  is  early  neurovascular 
evaluation  and  salvage  of  all  possible  function.  An- 
other concept  involves  choosing  the  correct  surgical 
procedure  that  fits  the  clinical  picture.  In  a hemody- 
namically  unstable  patient  emergency  intervention  of- 


Figure 2.  Aortogram  illustrating  subclavian  artery  and  vein  fistula  with 
pseudoaneurysm.  One  projectile  also  seen  above  medial  left  clavicle. 


ten  must  proceed  without  a definite  idea  of  the  struc- 
tures injured.  In  this  patient  however,  because  he  was 
hemodynamically  stable,  complete  radiologic  vascular 
work-up  was  obtained  prior  to  surgery,  thus  avoiding 
the  need  for  neck  exploration  and  median  sternotomy. 
Exposure  of  vessels  for  proximal  and  distal  control  is 
key  to  a successful  surgical  repair.  The  axillary  vein 
can  be  ligated  with  only  minimal  long-term  sequelae  if 
collaterals  are  intact,  as  they  were  in  this  patient.'' 

This  patient  does  illustrate  the  morbidity  that  may 
be  associated  with  these  injuries.  The  morbidity  with 
brachial  plexus  injuries  includes  a nonfunctioning  limb 
and  the  possibility  of  amputation.'*  However,  since 
studies  have  also  demonstrated  a 30%  mortality  rate 
with  injury  to  the  subclavian  or  innominate  vessels,  the 
first  priority  must  be  to  save  the  patient’s  life.  Manage- 
ment of  all  complex  shoulder  injuries  requires  a team 
approach,  with  close  coordination  of  orthopedic,  neuro- 
logic, and  vascular  components  of  the  trauma  team  at 
each  stage  of  the  decision  making  process.  □ 
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Vanderbilt  Morning  Report 


The  Great  Imposter 


Case  Report 

A 71 -year-old  man  with  a history  of  coronary  artery  dis- 
ease, gastric  reflux,  and  chronic  low  back  pain  presented  him- 
self to  the  VA  evaluation  clinic  with  a chief  complaint  of 
“burning  under  the  left  ribcage”  for  one  week.  The  pain  ini- 
tially awoke  the  patient  from  sleep,  did  not  radiate,  and  was 
not  associated  with  nausea,  shortness  of  breath,  or  diaphore- 
sis. The  patient  had  been  evaluated  at  another  hospital  two 
days  previously  and  told  that  his  pain  was  probably  “due  to 
gastritis.”  No  diagnostic  tests  were  performed,  and  he  was 
instructed  to  discontinue  taking  naproxen.  He  noted  a slight 
decrease  in  his  pain,  but  he  now  felt  the  pain  radiating  to  his 
back  on  the  left,  and  described  it  as  5/10  in  intensity.  He 
denied  trauma  to  the  area,  and  the  pain  was  not  reproducible 
with  deep  inspiration.  In  addition  to  naproxen,  the  patient  had 
taken  cimetidine  for  five  years,  and  reported  a negative 
gastroendoscopic  examination  two  years  previously.  He  denied 
alcohol  or  tobacco  use. 

During  the  interview,  the  patient  complained  of  burning 
pain  (5/10)  on  his  left  lower  chest  with  radiation  to  his  back. 
An  EKG  was  normal.  There  was  no  change  in  his  pain  with 
sublingual  nitroglycerin.  The  patient  was  afebrile,  blood  pres- 
sure 103/74  mm  Hg,  pulse  70/min,  and  respiratory  rate  14/ 
min.  Examination  of  the  heart  and  lungs  was  normal.  His  ab- 
domen was  nontender  to  palpation,  and  bowel  sounds  were 
normal,  but  he  had  an  erythematous  macular  rash  in  the  T-10 
dermatomal  distribution,  extending  to  his  midline  posteriorly. 
There  were  no  vesicles,  but  the  area  was  hypesthetic  when 
compared  to  the  right  side.  No  other  areas  of  skin  were  in- 
volved. Two  days  after  the  initial  examination,  vesicles  had 
appeared.  The  diagnosis  of  herpes  zoster  was  made,  and  the 
patient  was  treated  with  acyclovir  800  mg  five  times  daily  for 
one  week,  capsaicin  cream,  and  adequate  pain  analgesia. 

Discussion 

Herpes  zoster  is  caused  by  the  reactivation  of 
herpesvirus  varicellae,  a ubiquitous  infectious  agent. 
Primary  infection  in  the  nonimmune  host  leads  to 
varicella  (chicken  pox)  and  during  the  viremic  stage  of 
this  illness,  lifelong  infection  of  sensory  nerve  ganglia 
is  established.  Decreased  cell-mediated  immunity  is 
postulated  to  lead  to  (or  increase  the  likelihood  of)  re- 
activation. This  theory  is  supported  by  the  increased 
incidence  of  herpes  zoster  after  bone  marrow  or  other 
organ  transplantation,  during  chemotherapy,  and  in 
patients  with  HIV  infection.''^  The  overall  incidence  of 
herpes  zoster  appears  to  be  increasing.  An  early  popu- 
lation-based study  in  Minnesota^  found  the  age-ad- 
justed incidence  to  be  1.3  per  1,000  person-years  (py). 
This  study  covered  a 15-year  period  (1945-1959)  and 
the  incidence  of  zoster  did  increase  during  the  study 
period.  A more  recent  study  of  patients  enrolled  in  an 
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HMO  in  Massachusetts^  documented  a 2. 15  per  1,000 
py  incidence  during  a two-year  period  (1990-1992). 
Both  studies  demonstrated  an  increasing  incidence  with 
aging,  an  equal  male  to  female  ratio,  and  no  seasonal 
variation  in  cases. 

The  clinical  manifestations  of  zoster  occur  when  the 
dormant  virus  reactivates  and  travels  down  the  periph- 
eral sensory  nerve.  Intense  pain  in  the  involved  der- 
matome is  typically  the  initial  symptom.  The  character- 
istic rash  appears  one  to  three  days  later,  but  can  be 
delayed  for  as  much  as  14  days.  During  this  painful 
prodrome,  zoster  can  mimic  many  other  conditions, 
including  myocardial  ischemia  (as  in  this  patient), 
radicular  low  back  pain,  pyelonephritis,  appendicitis, 
and  headache.  The  rash  progresses  from  macules  to 
papules,  then  to  vesicles  on  an  erythematous  base.  Pus- 
tules appear,  and  finally  crust  and  scar.  The  rash  may 
evolve  over  4 to  14  days,  but  the  vesicular  phase  typi- 
cally lasts  less  than  72  hours.  Theoretically,  the  patient 
is  contagious  during  the  vesicular  phase,  as  varicella- 
zoster  virus  can  be  cultured  from  the  vesicle  fluid.  The 
rash  typically  follows  a unilateral  dermatomal  distribu- 
tion, with  less  than  1%  of  patients  having  bilateral, 
symmetric  involvement.  A report  from  the  Mayo  Clinic 
found  the  distribution  of  neural  involvement  as  fol- 
lows: thoracic,  56%;  cranial,  13.4%;  lumbar,  12.7%; 
cervical,  11.2%;  and  sacral,  4%.^  Rarely,  the  rash  never 
develops,  but  the  prodrome  of  pain  and  paresthesia  oc- 
curs in  a dermatomal  distribution.  This  phenomenon  is 
known  as  zoster  sine  herpete  (zoster  without  rash). 

Herpes  zoster  is  usually  a self-limited  process  in 
immunocompetent  adults,  and  supportive  treatment 
with  adequate  analgesia  is  all  that  is  required.  A no- 
table exception  is  patients  with  herpes  zoster  ophthal- 
micus, who  should  be  promptly  referred  to  an  ophthal- 
mologist for  appropriate  diagnosis  and  treatment. 
Disseminated  or  recurrent  zoster,  although  generally 
mild  disorders,  should  raise  the  question  of  impaired 
immunocompetence  or  underlying  malignancy,  and 
antiviral  therapy  should  be  considered.  Postherpetic 
neuralgia  (PHN)  is  the  most  common  and  often  most 
difficult  complication  of  zoster.  The  reported  incidence 
(9%  in  the  Mayo  series^)  is  variable,  in  part  due  to  its 
inconsistent  definition,  but  all  reports  agree  that  it  is 
more  common  in  the  elderly  (>60  years).  The  pain  can 
last  for  weeks  to  years. 

The  pharmacologic  treatment  of  herpes  zoster  in 
normal  adults  is  still  a matter  of  debate.  A number  of 
agents,  including  idoxuridine,  cytosine  arabinoside, 
adenine  arabinoside,  interferon,  steroids,  levodopa. 
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cimetidine,  and  acyclovir,  have  been  studied  with 
variable  results.'*-^  While  it  is  well  documented  that 
acyclovir  can  reduce  the  duration  of  the  rash  and  de- 
crease the  acute  pain,'^  the  cost  of  this  therapy  can  be 
prohibitive.  A telephone  survey  of  several  local  phar- 
macies in  Nashville  revealed  a price  tag  of  $132  to 
$140  for  a seven-day  course  (800  mg  five  times  daily). 
Perhaps  even  more  controversial  is  the  efficacy  of 
acyclovir  and  steroid  therapy  for  prevention  of 
postherpetic  neuralgia.  A recent  review^  pooled  the 
data  from  a number  of  randomized  clinical  trials  in 
an  attempt  to  determine  the  ability  of  these  agents  to 
reduce  the  incidence  of  PHN.  The  results  demon- 
strated a reduction  in  pain  at  three  months,  but  no  dif- 
ference at  one  and  six  months.  The  most  recent  clini- 
cal trial,  which  compared  oral  acyclovir  for  7 or  21 
days  with  and  without  oral  prednisolone,  also  failed  to 


show  any  appreciable  influence  on  the  incidence  of 
PHN.'’  In  summary,  firm  recommendations  for  the 
treatment  of  herpes  zoster  are  not  possible,  but  clini- 
cians should  consider  factors  such  as  cost,  toxicity,  risk 
of  PHN  and  severity  of  pain  in  the  final  decision. 
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Neck  Pain  in  a Young  Woman 


Case  Report 

A 25-year-old  woman  presented  herself  to  the  Vanderbilt 
acute  medicine  practice  complaining  of  severe  posterior  neck 
pain  for  six  weeks.  The  discomfort  was  exacerbated  by  both 
flexion  and  extension  of  the  neck,  and  movement  of  the  arm. 
She  could  not  recall  any  recent  trauma  or  unusual  physical 
activities.  She  denied  any  arm  numbness  or  weakness.  She 
had  been  treated  with  ibuprofen  and  acetaminophen  with  co- 
deine by  another  physician,  but  her  pain  became  progres- 
sively worse.  She  denied  fever,  chills,  night  sweats  and  loss 
of  weight,  and  reported  no  exposure  to  tuberculosis.  She  de- 
nied use  of  intravenous  drugs.  A lytic  bone  lesion  had  been 
discovered  in  the  T4  vertebral  body  at  age  4,  but  it  resolved 
without  treatment,  and  tissue  was  never  obtained  for  defini- 
tive diagnosis. 

Her  temperature  was  99.2°F,  blood  pressure  108/64  mm 
Hg,  pulse  74/min,  and  respirations  16/min.  Her  neck  was 
without  deformity,  and  no  lymphadenopathy  was  present.  Ac- 
tive and  passive  flexion  and  extension  of  the  cervical  spine 
were  severely  limited  because  of  pain.  The  cervical  vertebrae 
were  nontender  to  palpation,  but  pain  was  elicited  with  appli- 
cation of  an  axial  load.  Lungs  were  clear  and  heart  sounds 
were  regular.  Breast  examination  revealed  no  masses.  Cranial 
nerves  were  intact.  There  was  normal  muscle  bulk,  tone,  and 
strength  in  both  arms.  Sensation  to  light  touch,  vibration,  and 
pin  prick  were  intact  throughout.  Deep  tendon  reflexes  were 
2-1-  and  symmetrical. 

A cervical  spine  radiograph  revealed  a lytic  lesion  in  the 
C5  vertebral  body  with  loss  of  intervertebral  disc  space  at 
C4-5  and  C5-6.  MRI  showed  a marrow  process  involving  the 
C5  vertebra  with  contiguous  soft  tissue  mass  abutting  the  cer- 
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vical  cord,  displacing  it  posteriorly.  A defect  at  the  level  of 
C5  with  a surrounding  area  of  increased  uptake  was  seen  on 
an  otherwise  normal  bone  scan.  WBC  count  was  5,100/cu  mm 
with  a normal  differential.  Serum  calcium,  alkaline  phos- 
phatase, albumin,  and  SMA-7  were  normal.  Erythrocyte  sedi- 
mentation rate  was  mildly  elevated  at  30  mm/hr.  Two  sets  of 
blood  cultures  were  negative. 

Fine  needle  aspiration  of  the  lesion  did  not  provide  diag- 
nostic material,  although  multinucleated  histiocytes  were 
present.  Open  biopsy  revealed  diffuse  sheets  of  histiocytic  ag- 
gregates admixed  with  eosinophils  and  focal  areas  of  necrosis, 
consistent  with  a diagnosis  of  eosinophilic  granuloma.  Cultures 
and  stains  for  bacteria,  mycobacteria,  and  fungi  were  negative. 

Five  days  postoperatively  the  patient  experienced  left 
neck  pain  with  torticollis  and  was  found  to  have  a 2-mm  ante- 
rior subluxation  of  C4  on  C5  with  collapse  of  the  C5  vertebral 
body.  A C5  carpectomy  was  done  via  anterior  cervical  ap- 
proach with  strut  graft  and  posterior  fusion  of  vertebrae  C4 
through  C6.  She  received  local  radiation  therapy,  at  750 
centigray  over  five  fractions.  She  has  maintained  normal  neu- 
rologic function  and  has  had  no  further  symptoms. 

Discussion 

Histiocytosis  X is  the  term  coined  by  Lichtenstein 
in  1953  to  describe  a spectrum  of  disorders  character- 
ized pathologically  by  proliferation  of  Langerhans  cell 
histiocytes  or  their  marrow  precursors.  The  most  ful- 
minant form,  Letterer-Siwe  syndrome,  typically  affects 
children  under  3 years  of  age  and  involves  acute  sys- 
temic proliferation  of  histiocytes  in  liver,  spleen,  lymph 
nodes,  lung,  skin,  and  bone  marrow.  This  condition  is 
often  fatal,  although  40%  to  50%  five-year  survival  is 
seen  with  current  chemotherapy  regimens.'  Hand- 
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Schuller-Christian  disease  is  a chronic  multifocal 
histiocytosis  originally  described  as  a triad  of  lytic 
skull  lesions,  exophthalmos,  and  diabetes  insipidus. 
Prognosis  is  generally  good,  and  treatment  is  directed 
by  the  extent  of  organ  involvement. 

Eosinophilic  granuloma  (EG),  also  termed  unifocal 
histiocytosis,  is  a rare,  benign  disorder  of  unknown 
etiology  that  usually  affects  children  and  young  adults, 
although  any  age  group  can  be  affected.  Solitary  lytic 
bone  lesions  are  typical,  with  a predilection  for  skull, 
femur,  rib,  pelvis,  vertebrae,  and  mandible.  Micro- 
scopically there  are  accumulations  of  reactive  foamy 
histiocytes  admixed  with  variable  numbers  of  eosino- 
phils, lymphocytes,  and  plasma  cells  within  medullary 
cavities.  Occasionally,  there  are  foci  of  necrosis  and 
multinucleated  histiocytes.^ 

A recent  review  of  32  published  case  reports  of  cer- 
vical spine  EG  revealed  that  neck  pain  was  the  most 
common  presenting  complaint  (87%),  followed  by  arm 
pain  (37%),  torticollis  (30%),  and  neck  stiffness  (17%). 
One-third  of  these  patients  had  unilateral  upper  extrem- 
ity radiculopathy.^  Lytic  lesions  are  typically  seen  on 
radiograph.  Differential  diagnosis  includes  osteomy- 
elitis, Ewing’s  sarcoma,  osteoblastoma,  aneurysmal 
bone  cyst,  metastatic  neoplasm,  and  fibrous  dysplasia. 
Biopsy  is  necessary  for  definitive  diagnosis,  and  open 
biopsy  is  preferred,  as  needle  biopsy  of  cervical  lesions 
is  diagnostic  in  only  25%  of  patients  with  EG.^ 

Spontaneous  remission  occurs  frequently  in  patients 
with  EG.  Curettage  or  low-dose  irradiation  is  usually 
curative.  Since  vertebral  body  collapse  and  para- 
vertebral expansion  can  lead  to  catastrophic  neurologic 
compromise,  external  bracing  and  surgical  intervention 
are  indicated  for  patients  with  cervical  instability.  Of 
note,  development  of  new  bone  lesions  occurred  in 
14%  of  cases  reviewed  by  Dickinson  and  Farhat.^  □ 
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The  Tennessee  Medical  Founda- 
tion Impaired  Physician  Peer  Re- 
view Committee  assists  doctors 
who  are  suffering  from  the  dis- 
ease of  chemical  dependence,  or 
mental  or  emotional  illness,  or 
both,  including  certain  behaviors 
problematic  for  physicians.  The 
thrust  of  the  program  is  rehabilita- 
tive, not  punitive.  The  Committee 
is  composed  of  physicians  who 
have  special  expertise  in  these 
areas,  some  from  personal  experi- 
ence. Effective  treatment  for  these 
illnesses  is  achieved  most  easily 
when  the  disease  or  illness  is  de- 
tected early.  The  Committee  urges 
family,  friends,  and  associates  to 
avoid  misguided  sympathy  which 
enables  a physician’s  impaired 
condition  to  deteriorate. 
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Call  the  TMF  Impaired  Physician 
Program  at  (615)  893-7755  in 
Murfreesboro.  Telephone  message 
service  available  around  the  clock. 
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Department  of  Health  Report 


Improving  Emergency  Medical  Care  for 
Pediatric  Patients 

JOSEPH  B.  PHILLIPS 


The  Tennessee  Department  of  Health  has  begun  a 
project  designed  to  determine  if  emergency  medical 
care  for  seriously  ill  and  injured  children  can  be  im- 
proved. The  project  focuses  primarily  on  training  para- 
medics, nurses,  and  physicians  in  rural  areas  in  optimal 
procedures  for  pediatric  emergency  care,  with  the  effi- 
cacy of  the  training  evaluated  by  analyzing  data  col- 
lected from  hospitals  and  ambulance  services  in  ten  se- 
lected counties. 

More  children  die  from  injury  than  illness  although 
many  more  are  hospitalized  due  to  acute  illness.  Chil- 
dren are  a minority  of  all  emergency  patients,  which  is 
a reason  emergency  care  providers  may  not  have  re- 
ceived adequate  training  or  have  all  of  the  equipment 
and  supplies  needed  to  care  for  them. 

Children  differ  from  adults  both  anatomically  and 
physiologically.  Their  heart  and  respiratory  rates  and 
blood  pressure  also  differ,  and  changes  in  vital  signs 
that  indicate  deterioration  in  adults  often  will  not  occur 
in  children.  These  differences  require  that  those  who 
provide  emergency  medical  care  have  the  knowledge, 
understanding,  and  skills  necessary  to  treat  pediatric 
patients  appropriately. 

The  project  is  funded  by  a grant  from  the  Emer- 
gency Medical  Services  for  Children  (EMS-C)  program 
(P.L.  103-333),  managed  by  the  Maternal  and  Child 
Health  Bureau  of  the  U.S.  Public  Health  Service.  This 
program  is  designed  to  provide  financial  and  technical 
support  to  states  to  improve  existing  EMS  systems’  ca- 
pabilities for  rendering  pediatric  emergency  care. 

The  Tennessee  EMS-C  project  was  designed  by  the 
state  Subcommittee  on  Pediatric  Emergency  Care 
(SPEC),  which  was  authorized  by  the  state  Board  for 
Licensing  Health  Care  Facilities  as  a subcommittee  of 
its  Trauma  Care  Advisory  Council.  The  SPEC  is  also 
the  project’s  board  of  directors  and  comprises  primarily 
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pediatric  specialists  in  emergency  medicine,  surgery, 
intensive  care,  and  nursing.  It  is  supported  by  the 
Department’s  Division  of  Emergency  Medical  Services 
(EMS).  Two  SPEC  members  are  also  currently  serving 
on  the  state  EMS  Board  which  regulates  pre-hospital 
emergency  medical  care  and  transportation. 

Tennessee’s  EMS-C  project  is  funded  at  $500,000 
for  24  months.  The  project  is  subcontracted  to  Vander- 
bilt University  Medical  Center  (VUMC)  in  Nashville 
and  is  administered  by  their  Division  of  Pediatric  In- 
tensive Care  and  Anesthesia. 

The  pediatric  emergency  care  provider  course  is 
based  on  the  one  developed  by  the  North  Carolina 
EMS-C  program.  The  majority  of  its  content  is  didac- 
tic, and  covers  the  following  topics:  dealing  with  chil- 
dren and  families;  IV  access,  fluids,  and  medications; 
pain  and  sedation;  newborn  resuscitation;  respiratory 
emergencies;  cardiovascular  emergencies;  neurologic 
crises;  bums;  infections;  diabetes;  near  drowning;  poi- 
soning; child  abuse;  and  special  needs  children.  This 
portion  will  be  videotaped.  The  course  also  includes 
two  skill  stations  for  airway  management  and  intra- 
osseous infusion.  The  entire  course  will  be  approxi- 
mately 20  hours. 

The  training  will  be  administered  by  the  eight  state 
community  colleges  and  one  university  that  train  para- 
medics.* * A cadre  of  at  least  80  instmctors  will  initially 
be  trained  in  January  1996.  The  course  will  be  offered 
for  inservice  training  at  hospitals  and  ambulance  ser- 
vices. Community  hospitals  will  have  the  opportunity 
to  provide  the  course  in-house  with  their  own  instmc- 
tors, which  will  allow  flexibility  in  scheduling  for 
medical  staff.  It  is  planned  that  80%  of  eligible  provid- 
ers complete  the  training  by  the  end  of  the  project. 

Continuing  education  units  will  be  offered  for  all 
providers  completing  the  course.  A fee  will  be  charged 
to  cover  the  cost  of  CEUs  and  instmctors.  Videotape 
production  and  distribution  and  all  equipment  and  sup- 
plies will  be  grant  funded.  It  is  one  of  the  project’s 
objectives  that  this  training  continue  after  the  grant 
funding  ends. 

(Continued  on  page  52) 
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Loss  Prevention  Case  of  the  Month 


Maternal/Fetai  Death 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

The  patient  was  a 36-year-old  woman  who  saw  her  physi- 
cian because  of  having  missed  a third  menstrual  period  and 
presuming  she  was  about  12  weeks  pregnant.  She  was  obese 
at  190  lb  and  had  a blood  pressure  of  120/70  mm  Hg.  On  her 
initial  examination  the  urine  showed  a trace  of  protein,  and 
her  serum  glucose  was  reported  as  117  mg/dl  (normal  65  to 
115).  Her  first  pregnancy  ten  years  earlier  had  ended  in  the 
birth  of  a male  infant  weighing  7 lb  14  oz,  and  a second  had 
ended  in  a spontaneous  abortion  at  about  ten  weeks  gestation. 

She  was  seen  at  regular  intervals  of  one  month  through 
the  28th  week  of  pregnancy,  after  which  she  was  seen  every 
two  weeks.  She  gained  24  lb,  up  to  217  lb  by  the  33rd  week. 
At  this  time  ultrasonography  revealed  a single  fetus  in  the 
cephalic  position  at  about  38  weeks  gestation.  The  “expected” 
fetal  weight  was  9.24  lb. 

One  week  after  this  examination  she  was  admitted  to  the 
hospital  with  contractions  occurring  irregularly  and  lasting 
for  about  a minute.  The  blood  pressure  was  174/107  mm  Hg, 
pulse  110/min,  and  deep  tendon  reflexes  were  2+.  The  mem- 
branes were  intact  and  the  cervix  was  only  1 cm  dilated,  with 
30%  effacement.  The  fetal  weight  was  estimated  at  8 lb  and 
no  fetal  problems  were  identified.  An  external  fetal  monitor 
(EFM)  was  placed,  revealing  a fetal  heart  rate  (FHR)  of  140, 
with  normal  accelerations.  Contractions  had  begun  about 
three  hours  earlier,  occurring  at  about  three-  to  four-minute 
intervals  and  lasting  60  to  70  seconds.  She  was  said  to  be  in 
“true  labor.”  She  “had  a cold.” 

One  hour  after  admission  the  attending  physician  was  no- 
tified of  the  presence  of  a “deceleration.”  She  was  reposi- 
tioned and  the  blood  pressure  of  158/98  mm  Hg  was  re- 
corded. The  attending  physician  informed  the  L & D staff  that 
the  patient  was  to  have  an  epidural  block.  Contractions  con- 
tinued, and  when  the  cervix  was  about  5 cm  dilated,  the  anes- 
thetic was  administered.  This  was  about  four  hours  after  ad- 
mission. The  pre-anesthetic  note  by  the  CRN  A recorded  a 1-r 
protein  in  the  urine,  normal  serum  electrolytes,  and  a normal 
EKG.  The  chest  was  said  to  be  clear. 

One-half  hour  after  the  first  attempt  at  the  epidural  block 
the  FHR  was  recorded  at  150,  with  9 cm  cervical  dilatation 
and  blood  pressure  of  180/120  mm  Hg.  The  attending  physi- 
cian was  made  aware  of  the  blood  pressure,  which,  when  re- 
taken, was  recorded  at  180/100  mm  Hg.  Oxygen  was  adminis- 
tered by  mask.  The  epidural  was  then  administered  using 
standard  technique  and  medication.  Within  15  minutes  the 
blood  pressure  was  recorded  at  92/60  mm  Hg.  Fetal  heart 
tones  (FHT)  were  very  difficult  to  hear,  but  one  observer 
thought  that  there  was  a deceleration.  The  resident  was  called 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State  Volun- 
teer Mutual  Insurance  Company,  Brentwood. 

The  Case  of  the  Month  is  taken  from  actual  Tennessee  closed  claims. 
An  attempt  is  made  to  fictionalize  the  material  in  order  to  make  it  less  easy 
to  identify.  If  you  recognize  your  own  case,  please  be  assured  that  it  is 
presented  .solely  for  the  purpose  of  emphasizing  the  issues  presented. 


to  the  bedside,  but  was  unsure  about  the  FHR.  The  contrac- 
tions were  said  to  be  irregular  at  this  time,  the  FHR  was  120, 
and  the  blood  pressure  remained  low  at  82/55  mm  Hg.  The  IV 
flow  was  increased.  The  resident  examined  the  patient,  ruptured 
the  membranes,  and  placed  the  scalp  electrode  for  monitoring. 

With  the  increased  flow  of  IV  fluids,  the  blood  pressure 
came  up  to  1 12/58  mm  Hg  after  having  remained  below  100 
for  about  one  hour.  Decelerations  were  noted  and  the  patient 
was  informed  that  a C-section  might  be  necessary.  She  stated 
that  she  did  not  want  the  operation  and  was  allowed  to 
progress  further.  The  cervix  was  fully  dilated  within  30  min- 
utes. With  the  head  (caput)  at  3-i-  and  the  FHR  showing  decel- 
erations, a note  was  entered  into  the  chart,  “Previous  history 
of  borderline  diabetes.  Estimated  weight  of  fetus  9 lb.  In  or- 
der to  avoid  shoulder  dystocia,  a C-section  will  be  performed 
secondary  to  macrosomia.”  The  order  for  “C-section  this 
AM”  was  written.  Decelerations  were  noted  throughout  the 
interval  between  the  order  and  the  transport  to  the  delivery 
room.  The  EFM  was  before  the  transfer  to  the  operating  room. 

Twenty  minutes  before  delivery,  the  patient  complained  to 
the  CRNA  of  shortness  of  breath.  The  oxygen  flow  was  in- 
creased, and  the  baby  was  delivered.  When  her  dyspnea  be- 
came worse,  the  mother  was  intubated  within  15  minutes  of 
delivery  and  respirations  were  controlled.  Almost  simulta- 
neously she  had  cardiac  arrest  and  CPR  was  begun.  The  baby 
was  stillborn,  weighing  10  lb  10  oz.  CPR  of  the  mother  con- 
tinued for  about  one  hour  without  any  response.  She  was  pro- 
nounced dead  one  hour  and  fifteen  minutes  after  delivery. 
The  impression  by  the  physicians  present  was  that  the  mother 
had  suffered  a pulmonary  embolism.  An  autopsy  was  done  on 
both  the  mother  and  the  infant. 

The  pathologist’s  report  of  the  autopsy  stated  the  patient 
had  died  as  a result  of  “toxemia  of  pregnancy”  and  that  the 
infant’s  death  had  been  due  to  “hypoxia  secondary  to  mater- 
nal demise.”  A lawsuit  was  filed  charging  negligence  in  the 
management  of  pregnancy,  labor,  and  delivery,  leading  to  the 
death  of  the  mother  and  the  baby. 

Loss  Prevention  Comments 

The  defense  of  a maternal/fetal  death  in  this  day  and 
time  is  difficult  in  the  extreme!  This  tragic  outcome 
occurs  so  seldom  that  the  presumption  of  negligence  is 
almost  automatic  in  the  mind  of  everybody!  In  the  re- 
view of  this  case,  however,  there  were  some  very  sig- 
nificant findings  that  took  the  attending  physician  out- 
side of  an  acceptable  standard  of  care. 

The  mention  of  a previous  history  of  “borderline 
diabetes”  in  the  preoperative  note,  when  there  had  been 
no  monitoring  of  blood  sugar  throughout  the  pregnancy 
after  the  initial  determination,  suggested  that  this  very 
important  aspect  of  the  history  had  been  overlooked. 
The  persistent  hypertension  and  proteinuria  throughout 
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the  last  eight  to  ten  weeks  of  gestation  also  had  not 
been  addressed  in  the  management  of  the  patient.  In- 
deed, there  was  no  documentation  of  the  possibility  of 
pre-eclampsia  in  the  medical  record. 

Perhaps  the  most  significant  occurrence  was  the 
persistent  hypotension  that  began  immediately  after  the 
epidural  injection  and  was  not  corrected  for  over  an 
hour.  Should  there  have  been  a more  aggressive  treat- 
ment of  the  hypotension  than  only  increasing  the  flow 
of  IV  fluids?  That  seemed  to  work,  but  did  the  low 
blood  pressure,  lasting  for  over  an  hour,  compromise 
the  fetus? 

What  was  the  etiology  of  the  mother’s  shortness  of 
breath  and  cardiac  arrest?  The  autopsy  report  would 
support  the  diagnosis  of  acute  congestive  heart  failure 
on  the  basis  of  pre-eclampsia.  In  the  absence  of  another 
possibility  for  fetal  death,  the  pathologist’s  opinion  that 


the  baby’s  death  resulted  from  the  mother’s  death 
seems  accurate. 

Why  was  the  C-section  delayed  for  over  an  hour 
after  the  decision  was  made?  During  that  time  the  EFM 
showed  a pattern  of  decelerations  indicative  of  fetal 
distress.  It  is  easy  to  conjecture  that  if  the  section  had 
been  done  in  a timely  manner  the  cascade  of  events 
leading  to  the  death  of  both  mother  and  baby  would 
have  been  avoided. 

The  standard  of  care  was  not  followed  in  (1)  not 
addressing  the  possibility  of  gestational  diabetes  during 
the  pregnancy;  (2)  not  addressing  the  pre-eclampsia 
that  developed  late  in  the  pregnancy;  and  (3)  the  delay 
in  performing  the  C-section  after  signs  of  fetal  distress 
had  developed  and  persisted.  These  sentinel  events  in 
the  pregnancy  of  this  “elderly  multipara’’  demanded 
recognition  and  attention!  □ 


Department  of  Health  Report  . . . 

(Continued  from  page  50) 


Another  significant  EMS-C  project  activity  is  data 
collection  and  analysis.  Data  on  pediatric  emergency 
patients  will  be  collected  from  hospitals  and  ambulance 
services  in  ten  rural  counties  before  and  after  the  pedi- 
atric emergency  care  course  is  offered.  These  data  will 
be  used  to  study  existing  pediatric  care  capabilities  and 
the  effect  of  the  training  on  pediatric  care.  The  data 
collection  activity  will  be  administered  in  a cooperative 
effort  by  VUMC,  LeBonheur  Children’s  Hospital  in 
Memphis,  and  T.C.  Thompson  Children’s  Hospital  in 


Chattanooga. 

Other  project  activities  include  promoting  EMS  sys- 
tem awareness  and  coordination  of  injury  and  illness 
prevention  activities  in  the  ten  study  counties,  publica- 
tion of  a Tennessee  EMS-C  newsletter,  and  develop- 
ment of  a state  EMS-C  computer  bulletin  board.  A 
planned  activity  in  the  second  year  of  the  project  in- 
volves study  of  existing  emergency  department  and 
ambulance  service  regulations  to  determine  if  changes 
are  warranted  to  improve  pediatric  emergency  care.  □ 


April  1996 

Monday 

Tuesday 

Wednesday 

Thursday 

Friday 

Saturday 

Sunday 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11  12  13  14 

TMA  161ST  ANNUAL  MEETING 
Hyatt  Regency  Hotel — Knoxville 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

29 

30 

NOTES 

52 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greeneville, 
Nashville,  Memphis,  Boliver,  and  Arlington.  Salary  potential  up  to  $140,000  based 
on  specialty  and  experience  needed.  Preferred  specialty  in  Psychiatry,  Internal 
Medicine,  or  Family  Practice  but  will  give  full  consideration  to  others. 


SEND  RESUME  OR  CONTACT 


Julia  Bratcher,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 

Telephone:  (615)  231-5372 

FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
11293  Memphis-Arlington  Road 
Arlington,  TN  38002-0586 

Telephone:  (901)  867-2921 

FAX:  (901)  867-2921 

Stanley  Llpford,  Superintendent 
*Nat  T.  Winston  Developmental  Center 
Highway  64  West 
Western  Institute,  TN  38074 
Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 

Robert  Erb,  Superintendent 
*Greene  Valley  Developmental  Center 
P.  0.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (615)  639-2131 

FAX:  (615)  639-2131 


Lee  Thomas,  Superintendent 
*Lakeshore  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (615)  584-1561 

FAX:  (615)  450-5203 

Russell  Vatter,  Superintendent 
♦Moccasin  Bend  Mental  Health  Institute 
Moccasin  Bend  Road 
Chattanooga,  TN  37405 
Telephone:  (615)  265-2271 

FAX:  (615)  785-3333 

Mike  Flynn,  Superintendent 
♦Western  Mental  Health  Institute 
Highway  64  West 
Western  Institute,  TN  38074 
Telephone:  (901)  658-5141 

FAX:  (901)  658-5141  Ext.  380 

Elizabeth  Banks,  Superintendent 
♦Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 

FAX:  (901)  543-6055 


Joe  Carobene 

♦Middle  TN  Mental  Health  Institute 
1501  Murfreesboro  Road 
Nashville,  TN  37243-0980 
Telephone:  (615)  366-7616 

FAX:  (615)  366-7672 

These  24  hour  care  facilities  are  stable  and  challenging  settings  serving 
children  and  adults  who  have  developmental  disabilities  or  mental  illness.  BENEFITS 
include:  professional  liability  coverage,  comprehensive  individual  benefits  valued  at 

an  additional  25%  to  salary,  academic  affiliations,  work  with  an  excellent  team  of 
professionals,  and  financial  assistance  with  job  interview  and  relocation  expenses. 
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Special  Item 


When  the  Board  Comes  A’Callin’ 


MARY  E.  JOHNSTON,  Attorney-at-Law 

When  a Board  of  Medical  Examiners’  investigator 
calls  your  office  and  asks  to  speak  with  you,  its  a good 
idea  to  comply.  There  is  no  need  at  this  point  to  pre- 
sume that  trouble  is  on  the  way.  Be  cooperative  but 
cautious — you  are  the  custodian  of  reams  of  confiden- 
tial information  regarding  your  patients.  Do  not  make 
any  admissions  that  might  later  be  held  against  you. 
Discuss  the  purpose  of  the  call,  and  arrange  further 
conversations  or  sharing  of  records — in  the  future.  You 
may  need  time  to  talk  to  your  lawyer. 

The  purpose  of  the  Tennessee  Board  of  Medical 
Examiners  is  to  monitor,  regulate,  improve,  and  often- 
times discipline  physicians  who  wander  outside  of  the 
standard  of  practice  in  Tennessee.  The  Board  is  a crea- 
ture of  statute  (T.C.A.  Section  63-6-101  and  201  et 
seq)  passed  by  the  General  Assembly,  and  attached  ad- 
ministratively to  the  Tennessee  Department  of  Health. 
The  ten  members,  including  one  consumer  of  health 
care,  currently  meet  monthly  to  conduct  a variety  of 
business.  Their  business  regularly  involves  taking  dis- 
ciplinary action  against  doctors  licensed  in  Tennessee. 

Every  disciplinary  action  is  initiated  by  a complaint 
to  the  Division  of  Health  Related  Boards,  Bureau  of 
Investigations.  The  Bureau  is  staffed  by  12  investiga- 
tors— most  with  training  and  experience  in  law  en- 
forcement and  investigative  work.  The  staff  is  located 
in  six  cities  across  the  state  to  limit  travel  time  and 
expense  and  allow  the  development  of  cooperative  re- 
lationships with  local  law  enforcement  agencies.  The 
Bureau  is  directed  by  Mike  Owens  and  Laura  Sellers, 
who  juggle  their  myriad  duties  and  responsibilities 
competently  and  capably.  Amid  the  regulations  and 
procedures  of  state  government,  they  have  managed  to 
develop  a well-trained  and  conscientious  staff.  Their 
real  job  is  to  investigate  cases  (find  the  facts)  and  turn 
their  finding  over  to  the  Office  of  General  Counsel 
(OGC).  Instead,  they  are  regularly  called  upon  to 
soothe  angry  patients  and  mediate  problems  between 
doctors  and  patients.  Too  often  this  may  involve  the 
refusal  of  a doctor  to  turn  over  the  patient’s  medical 
records  because  a bill  is  unpaid.  Incidentally,  this  is  in 
violation  of  the  Medical  Records  Act  (found  at  T.C.A. 
Section  63-2-101  and  102)  which  states  that  patients 
have  an  absolute  right  to  a copy  of  their  own  record, 
subject  to  the  payment  of  a reasonable  fee.  Although 
complaints  are  initially  screened  over  the  telephone, 
the  caller  is  asked  to  write  down  the  problem  and  mail 


Ms.  Johnston,  former  general  counsel  for  the  Tennessee  Department  of 
Health,  is  now  in  private  practice. 

Reprint  requests  to  515  Two  Mile  Pkwy.,  Suite  114,  Goodlettsville,  TN 
37072-2025  (Ms.  Johnston). 


it  to  the  Bureau.  The  Bureau  screens  the  complaint, 
and  then  opens  a file  on  obvious  violations  of  the  prac- 
tice act.  On  less  obvious  violations  the  complaint  is 
reviewed  by  the  Medical  Director  of  the  Division,  who 
makes  the  decision  to  open  a case.  This  review  system 
is  designed  to  cull  out  frivolous  complaints  or  prob- 
lems determined  not  to  be  within  the  Board’s  jurisdic- 
tion (fee  disputes).  Once  a file  is  opened  the  investiga- 
tive process  begins.  It  is  in  your  best  interest  to 
cooperate  as  fully  as  possible  with  the  investigators. 
Instruct  your  staff  that  they  should  direct  investiga- 
tors’ calls  to  you  quickly,  and  not  keep  them  waiting 
all  day  when  they  come  to  pick  up  records.  It  will  go 
much  better  for  you  if  the  investigator  is  friendly  to- 
ward you. 

In  those  situations  where  the  Medical  Director  be- 
lieves that  the  health  and  welfare  of  a patient  or  the 
public  in  general  is  at  stake,  the  investigation  is  expe- 
dited. Investigators  may  arm  themselves  with  signed 
consents  from  the  patient  to  release  documents  to  im- 
mediately seize  patient  records.  Pharmacies  may  be 
visited  to  obtain  printouts  of  prescriptions  written  by 
the  named  physician.  Local  law  enforcement  agencies 
and  the  Tennessee  Bureau  of  Investigation  may  be 
drawn  in  on  Medicaid/TennCare  fraud  or  serious  crimi- 
nal activity.  Much  of  the  conduct  that  is  the  basis  for 
disciplinary  action  is  also  criminal  conduct  in  Tennessee. 

In  any  event,  the  seriousness  of  the  suspected  viola- 
tion is  evaluated.  A priority  is  assigned  to  the  com- 
plaint investigation,  which  assists  the  investigator  in 
the  management  of  his  workload. 

The  Division  of  Health  Related  Boards  has  particu- 
lar and  very  important  powers  regarding  its  records. 
T.C.A.  Section  63-1-1 17(a)(1)  provides  that  the  records 
of  various  healthcare  facilities  “shall  be  made  available 
for  inspection  and  copying”  upon  the  request  of  an  in- 
vestigator. Section  117(b)(1)  provides  that  allegations 
against  a “practitioner  of  the  healing  arts”  compiled 
pursuant  to  an  investigation  by  Health  Related  Boards 
“are  public  information  upon  the  filing  of  notice  of 
charges”  (emphasis  added).  This  has  been  interpreted 
to  mean  that  no  records  of  the  investigators  are  public 
records  unless  and  until  a Notice  of  Charges  is  filed. 
Therefore,  those  files  that  are  closed  without  charges 
being  filed  are  not  subject  to  the  Public  Records  Act 
(T.C.A.  Section  10-7-501).  Further,  identifying  infor- 
mation about  a complainant,  any  witness  who  requests 
anonymity,  a patient,  and  medical  records  shall  remain 
confidential  until  introduced  at  a hearing.  This  is  why 
extraordinary  effort  is  taken  to  maintain  anonymity  in 
the  Notice  of  Charges,  and  later  in  the  hearing,  by  sub- 


54 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


stituting  initials  for  a person’s  name.  This  statutory 
protection  has  been  criticized  often  by  the  media  and 
respondents.  Amendments  may  be  proposed  to  the 
General  Assembly  in  the  next  legislative  session. 

When  the  complaint  investigation  is  complete,  the 
file  is  again  reviewed  by  the  managers  in  Investiga- 
tions and  the  Medical  Director.  The  purpose  of  this  re- 
view is  the  look  for  possible  gaps  in  the  investigation 
and  to  verify  their  initial  evaluation  that  a violation  of 
the  medical  practice  act  exists.  If  the  investigation  is 
deemed  complete,  the  file  is  sent  to  the  OGC. 

Once  an  attorney  is  assigned  to  the  case,  the  search 
for  an  expert  to  review  the  file  and  possibly  testify  at  a 
hearing  begins.  The  OGC  maintains  a list  of  experts  by 
specialty.  The  investigative  file  and  guidance  from  the 
attorney  is  sent  to  the  expert.  As  he  is  an  agent  of  the 
Division,  confidentiality  of  the  records  is  still  main- 
tained even  though  records  have  left  the  physical  cus- 
tody of  the  Division.  The  job  of  the  specialist  is  to 
render  an  opinion  as  to  whether  the  standard  of  care 
has  been  breached  by  the  physician.  With  this  opinion 
in  hand,  a Notice  of  Charges  is  drafted  by  the  attorney 
and  served  upon  the  physician. 

The  charged  physician  has  the  right  to  respond  to  the 
charges  himself  or  through  an  attorney.  When  your  medi- 
cal license  could  be  at  stake,  hiring  a lawyer  is  a neces- 
sity. He  has  the  right  to  a copy  of  the  entire  file  in  the 
OGC,  minus  privileged  attorney  work  product.  He  has 
the  right  to  proceed  with  discovery  of  the  state’s  case 
under  the  Tennessee  Rules  of  Civil  Procedure  and  Evi- 
dence, and  the  Uniform  Administrative  Procedures  Act. 

If  and  when  you  realize  that  this  complaint  is  re- 
lated to  a personal  problem  of  yours,  deal  with  it.  If  the 
possibility  of  losing  your  license  is  not  enough  to  force 
you  to  seek  help,  you  really  do  need  it.  The  Tennessee 
Medical  Association  supports  the  Impaired  Physician 
Program  (IPP)  which  is  directed  by  Dr.  David  Dodd. 
Contact  him  for  the  help  and  support  that  you  need.  If 
you  comply  with  the  terms  of  the  contract  reached  be- 
tween you  and  the  IPP,  Dr.  Dodd  may  advocate  for  you 
before  the  Board. 

If  and  when  you  discover  that  the  investigation  is 
due  to  a patient  complaint,  you  should  review  that  file. 
If  it  is  incomplete,  update  the  record  and  clearly  indi- 
cate that  it  is  a late  entry.  Relinquish  the  records  to  the 
investigators  after  you  review  the  Consent  to  Release 
Records  signed  by  the  patient  and  given  to  you.  T.C.A. 
Section  63- 1-1 17(a)(l ),  previously  set  out,  may  be 
amended  to  provide  investigators  clear  authority  to  in- 
spect and  copy  records  in  health  practitioners’  offices. 
This  change  would  eliminate  the  need  for  Releases. 
Cooperate  with  the  investigators  to  the  greatest  extent 
that  you  are  able.  This  will  work  in  your  favor — it’s 
even  better  if  they  like  you. 

Call  your  lawyer  as  early  in  this  process  as  possible. 
If  you  don’t  have  one  for  this  type  of  problem,  ask 
your  colleagues  for  referrals.  Call  the  local  Bar  Asso- 
ciation Referral  Service  or  the  Tennessee  Bar  Associa- 
tion office  in  Nashville,  or  the  TMA.  Seek  out  some- 
one with  experience  before  the  Board  or  other 
administrative  agency.  Your  tax  attorney  should  not 
handle  this  for  you,  but  might  make  a referral.  Look  at 


the  attorney’s  success  rate  before  the  Board,  including 
informal  settlements  and  formal  hearings.  Evaluate  the 
criminal  aspects  of  the  charges  with  the  lawyer.  Con- 
tact your  malpractice  carrier  and  give  them  notice  of 
the  complaint. 

The  Board  views  itself  as  having  a combination  of 
important  roles.  The  first  is  to  improve  the  medical 
profession  by  finding  the  problems  and  fixing  them. 
Secondly,  the  Board  wants  to  improve  the  health  of  the 
public,  which  includes  removing  unsafe  practitioners 
from  the  scene.  Dr.  Oscar  McCallum,  Board  chairman, 
is  a wise  family  practitioner  from  Henderson.  He  feels 
very  free  to  admonish  the  doctor  who  fails  to  document 
or  take  responsibility  for  errors.  His  words  of  advice 
are  “document,  document,  document”  in  a manner  that 
clearly  shows  your  reasoning.  He  wants  doctors  to 
come  before  the  Board  in  a respectful  manner,  speak 
clearly,  and  give  thoughtful  answers. 

The  OGC  staffs  the  Board  with  an  advisory  attor- 
ney, Bob  Kraemer.  He  believes  that  defense  attorneys 
do  their  clients  a disservice  when  they  try  cases  by 
legal  maneuvering  rather  than  by  presenting  a well 
thought  out  defense  based  on  medical  facts  and  expert 
opinions.  Defense  attorneys  must  understand  the  ad- 
ministrative process,  which  is  different  from,  but  not 
less  effective  than,  state  trial  courts. 

Erank  Scanlon,  an  attorney  with  Watkins,  McGugin, 
McNeilly  & Rowan  in  Nashville,  practices  frequently 
before  the  Medical  Board.  In  a recent  article  that  ap- 
peared in  The  Nashville  Business  Law  Journal,  Mr. 
Scanlon  offers  the  following  advice:  “Becoming  em- 
broiled with  a regulatory  agency  can  be  a costly  and 
unpleasant  experience.  It  can  best  be  avoided  by  stay- 
ing knowledgeable  and  in  compliance  with  the  rules 
applicable  to  your  business  or  profession.” 

If  your  case  draws  media  attention,  be  wary.  There 
are  few  positive  results  from  talking  to  the  press  unless 
you  are  an  expert  in  answering  their  questions.  Listen 
to  your  lawyer  on  this.  The  Board  will  not  be  influ- 
enced by  media  coverage.  Put  on  your  defense  before 
them,  not  before  a camera. 

Here  are  a few  suggestions  that  may  help  you  avoid 
an  appearance  before  the  Medical  Board: 

1.  Deal  with  any  personal  addictions — seek  help  im- 
mediately and  follow  through. 

2.  Read  the  statute  and  regulations  that  govern  the 
Board — T.C.A.  Section  63-6-214  especially. 

3.  Avoid  malpractice.  Document  and  communicate. 

4.  Keep  your  hands  to  yourself  and  your  pants  on. 

5.  Attend  a Board  meeting. 

6.  Stay  in  tune  with  mainstream  medical  practice. 

7.  If  you  commit  malpractice  (civil  case),  get  training. 

8.  When  in  doubt  on  treatment  or  diagnosis,  consult 
with  an  expert. 

9.  Talk  to  your  patients,  explain  treatment  and  out- 
comes thoroughly,  and  be  accessible  later. 

10.  Supervise  your  staff.  Don’t  allow  them  to  prac- 
tice outside  of  their  license  or  your  expertise,  and  don’t 
let  them  get  you  in  trouble. 

11.  Comply  with  the  law  regarding  medical  records 

and  the  signing  of  death  certificates.  You  must  make 
time  for  this  paperwork.  □ 
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Special  Item 


A Need  To  Study  Utilization  of  Inhospital  Volunteer 
Manpower  for  Hospitalized  Adult  Cancer  Patients 

CATHERINE  E.  HAGMANN,  M.A. 


Introduction 

Inhospital  volunteers  provide  many  services  to  hos- 
pitalized adult  cancer  patients  who  may  be  experienc- 
ing heightened  states  of  anxiety,  fear,  and/or  depression 
induced  by  physical  pain  and  psychosocial  distress.  A 
number  of  isolated  or  combined  factors  contribute  to 
these  emotions;  dealing  with  the  diagnosis  of  cancer, 
unfamiliar  and  technical  surroundings,  examinations 
and  tests,  imminent  separation  from  meaningful  people 
and  places,  insurance  concerns,  financial  concerns, 
time  off  the  job,  treatment  regimens  of  radiotherapy, 
chemotherapy  and/or  biological  therapy,  thoughts  of 
coping  with  home  life  after  treatment  or  surgery,  expe- 
rience of  physical  deterioration,  death  anxiety,  and/or, 
possibly,  lack  of  optimistic  communication  between 
patients  and  staff  in  an  environment  of  technical  com- 
petence. These  dysfunctional  emotions  reduce  the  abil- 
ity of  the  patients  to  cope  with  their  difficult  life  situa- 
tions. Lifelong  patterns  of  adaptation  evolved  during 
the  course  of  personal  maturational  development  are 
threatened,  and  adaptive  patterns  are  suddenly  dis- 
rupted. This  disruption  demands  a massive  reorganiza- 
tion of  systems  of  belief,  behavior,  and  coping  mecha- 
nisms, and  a major  shift  in  the  patient’s  subjective 
systems  of  priorities.’ 

Unwittingly,  society  assigns  those  suffering  from 
cancer  to  a marginal,  deviant,  or  minority  status.  Per- 
sons with  cancer  remind  each  of  us  of  our  physical 
frailty,  and  the  disease  is  usually  presented  morbidly 
by  the  media.  This  abhorrence  of  cancer  leads  to  stig- 
matization and  exclusion  of  its  sufferers.  Enforced 
membership  in  this  minority  reinforces  patients’  nega- 
tive feelings,  increases  their  sense  of  helplessness  and 
dependency,  and  reduces  their  coping  capacity.  If  the 
disease  progresses  to  the  terminal  stage,  patients  may 
find  themselves  in  a situation  over  which  they  exercise 
little  control,  and  their  fear  and  sense  of  dependency 
may  be  greatly  magnified.^  This  article  focuses  on  the 
provision  of  inhospital  volunteer  services  to  hospitalized 
diagnosed  adult  cancer  patients,  regardless  of  the  stage 
of  their  disease,  and  outlines  a need  to  study  utilization 
of  inhospital  volunteer  manpower  for  these  patients. 


From  the  Department  of  Health,  Lei.sure,  and  Safety  Science,  Univer- 
sity of  Tennessee,  Knoxville,  where  Ms.  Hagmann  is  a Ph.D.  candidate. 

Reprint  requests  to  7101  Lavender  Lane,  Knoxville,  TN  37921  (Ms. 
Hagmann). 


Volunteers  and  Volunteerism 

Volunteers  are  defined  as  nonmedical  dedicated  in- 
dividuals who  have  skills  and  services  to  offer,  whose 
eagerness  to  serve  is  not  motivated  by  a desire  for  fi- 
nancial remuneration,  who  can  contribute  the  precious 
commodity  of  time  for  the  direct  help  and  benefit  of 
other  people,  and  who  never  give  medical  advice  or 
information.  Volunteers  have  been  referred  to  as  pa- 
tient care  assistants  or  as  lay  carers  of  the  sick  and 
disabled.^"’  Today,  however,  inhospital  volunteers  are 
considered  an  integral  part  of  a multidisciplinary  or  a 
total  patient  care  team. 

Volunteers  may  be  either  patient-to-patient  volun- 
teers, meaning  that  the  volunteers  themselves  were 
former  cancer  patients,  or  nonpatient-to-patient  volun- 
teers. They  may  be  directly  involved  with  individual 
self-help  or  with  group  educational  or  support  pro- 
grams. The  model  of  patient-to-patient  help  for  indi- 
viduals is  used,  for  example,  with  women  who  have 
undergone  mastectomy  in  the  framework  of  Reach  to 
Recovery.^  Talking  to  volunteers  was  described  as  con- 
tributing greatly  to  colostomy  patients’  recuperation  by 
providing  the  patients  with  a sense  of  not  being  alone 
and  also  allowing  them  to  see  for  themselves  that  one 
could  return  to  normal  living.^ 

Motivations  for  volunteering  have  been  reported 
and  include  statements  such  as:  “It’s  a tremendous  op- 
portunity to  help  people;  you  learn  about  life;  it  offers 
the  opportunity  to  be  a communicator,  to  use  initiative, 
and  to  be  assertive;  it  is  a most  stimulating  and  educat- 
ing experience;  I feel  I give;  I feel  appreciated  and  part 
of  a team;  it’s  in  giving  that  you  receive;  giving  is  re- 
warding.’’^ Researchers  suggest  that  volunteering  is  a 
socially  approved  activity  for  older  adults  that  often 
helps  them  to  offset  role  losses  that  are  encountered 
frequently  in  later  life  (e.g.,  retirement,  widowhood).* 
Perhaps  the  informal  status  of  the  volunteer  promotes 
better  communication  with  the  patient.  In  today’s  hos- 
pitals, volunteers  are  invaluable,  especially  when  they 
are  multilingual  and  from  the  same  culture  and  com- 
munity as  the  patients.  Well-trained  volunteers  visit 
patients  and  may  eliminate  some  of  their  concerns. 

Volunteerism  has  been  defined  as  the  provision  of 
assistance  without  the  expectation  of  or  the  receiving 
of  financial  compensation.®  Volunteerism  in  the  deliv- 
ery of  social  services  has  a long  tradition.  This  is  re- 
flected in  a 1977  statement  of  policy  by  the  National 
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Association  of  Social  Workers,  which  observed  that 
“the  profession  of  social  work  evolved  from  the  seeds 
of  volunteer  involvement.” 

The  “best”  or  “most  effective”  volunteers  have  been 
described  as  those  who  had  previously  experienced  the 
death  of  a loved  one;  who  had  an  ability  to  communi- 
cate calm  and  peace  in  a quiet  and  unobtrusive  way; 
and  who  had  a capacity  to  meet  others  with  a flexibility 
and  acceptance  that  did  not  impose  personal  values.'® 
Auxiliary  personnel  can  increase  productivity:  volun- 
teers could  be  used  more  effectively  after  training  not 
only  the  volunteers  but  also  the  nursing  staff  to  work 
effectively  with  the  volunteers.  Volunteers’  roles  could 
be  expanded  under  supervision  to  include  direct  and 
indirect  patient  care  activities,  and  new  ways  to  use 
volunteers  could  be  identified  in  many  hospitals.  Use 
of  volunteers  as  productivity  enhancers  will  work  only 
if  careful  thought  is  given  to  the  responsibilities  that 
can  be  delegated,  and  to  preparation  of  ancillary  staff, 
unit  management,  and  nursing  staff  for  effective  use  of 
the  new  types  of  volunteer  workers."  Therefore,  suc- 
cessful volunteer  participation  in  palliative  care  de- 
pends not  only  on  strong  leadership  but  also  on  skilled 
volunteer  selection,  training,  role  definition,  continuing 
education,  feedback,  and  support. 

Perceived  Problems  Experienced  by 
inhospital  Volunteers 

It  is  hoped  that  in  the  future  inhospital  volunteers 
for  adult  cancer  patients  can  organize  their  assessment 
framework  around  areas  of  potential  sources  of  anxiety 
and  depression  so  as  to  enhance  their  understanding  of 
patients’  maladaptive  responses  to  the  diagnosis  and 
treatment  of  cancer  with  the  goal  of  lessening  patients’ 
anxiety  and  depression  as  a valid  interventional 
method.  Patient  concerns  may  not  necessarily  be  se- 
vere problems,  but  multiplication  of  predominant  con- 
cerns may  tax  the  individuals’  resources.  If  it  is  true 
that  sickness  is  tempered  by  the  strength  of  a patient’s 
support  system,  then  whatever  the  volunteer  does  to 
relieve  concerns  may  forestall  more  severe  problems.'^ 

There  is  overwhelming  evidence  that  general  hospi- 
tals are  not  well  equipped  to  meet  terminally  ill  pa- 
tients’ emotional  needs,  or  the  needs  of  their  families, 
for  information,  comfort,  and  support.'^  Care  of  hospi- 
talized diagnosed  cancer  patients  is  provided  through 
the  efforts  of  an  interdisciplinary  team  that  aims  to  re- 
lieve physical,  emotional,  and  spiritual  distress.  Utiliz- 
ing volunteer  manpower  enhances  employee  productiv- 
ity by  increasing  morale  and  patient  comfort.  The 
primary  role  of  volunteers  is  to  perform  nonclinical  ser- 
vices that  assist  hospital  medical  employees  in  fulfill- 
ing their  responsibilities  to  the  patient.  Hospitals  must, 
however,  use  volunteers  appropriately  and  provide 
them  with  the  education  and  training  they  need.  The 
prevalent  philosophy  of  health  care  endorses  the  posi- 
tion that  physical  and  mental  health  are  inseparable  and 
should  be  treated  simultaneously.  Holistic  health,  or 
treating  the  whole  person  in  his  environment,  is  the 
philosophy  sanctioned  by  most  health  professionals. 
This  concept  has  led  to  the  development  of  inhospital 


programs,  based  to  a large  degree  on  the  philosophical 
framework  for  a hospice  as  originated  by  Cicely 
Saunders,  that  encompass  the  medical,  social,  and  psy- 
chological needs  of  diagnosed  cancer  patients. 

Research  Goal 

For  research  purposes  it  is  my  goal  to  conduct  a 
study  in  order  to  determine  the  effects  of  selected 
inhospital  volunteer  services  upon  measured  anxiety 
and/or  depression  of  hospitalized  adult  cancer  patients. 
For  research  purposes  the  reduction  of  anxiety  and  the 
reduction  of  depression  in  this  patient  population  may, 
if  correlated  with  select  Inhospital  volunteer  services, 
serve  as  a diagnostic  device  and  as  a criterion  of  volun- 
teer program  efficacy.  Findings  may  reveal  that  the 
various  sources  of  support  and  assistance  provided  for 
hospitalized  cancer  patients  by  means  of  selected  ac- 
tivities assigned  to  the  category  of  volunteerism  are 
important  to  the  population  examined,  and  may  serve 
as  indicators  of  untapped  resources,  which  could  be 
provided  in  the  hospital  to  diagnosed  cancer  patients 
by  trained  volunteer  workers.  Select  volunteer  services 
may  prove  to  be  appropriate  interventional  avenues  in 
attempting  to  reduce  measured  anxiety  and  measured 
depression  in  the  hospitalized  adult  cancer  population, 
and  may,  therefore,  assist  the  researcher  in  providing  a 
set  of  recommendations  that  can  be  used  as  a basis  for 
developing  an  inhospital  training  program  for  volun- 
teers who  serve  adult  cancer  patients. 

The  utilization  of  inhospital  volunteer  manpower  for 
hospitalized  adult  cancer  patients  needs  to  be  studied  in 
order  to  determine  job-related  functions  that  after  train- 
ing can  not  only  become  a part  of  the  volunteers’  Job 
description,  but  can  also  serve  as  cost-effective  re- 
sources, since  those  select  services  will  become  the  re- 
sponsibility of  trained  volunteers,  therefore  leaving  more 
time  for  the  medical  staff  to  devote  to  their  more  clinical 
duties.  Those  medical  personnel  will  then  feel  more 
comfortable  knowing  that  the  volunteers  are  trained, 
competent,  and  comfortable  with  their  assigned  tasks.  □ 
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A Special  Tribute 


Retiring  AMA  delegates,  Drs.  John  S.  Derryberry,  Shelbyville;  Hamel  B.  Eason, 
Memphis;  Thomas  K.  Ballard,  Jackson;  and  John  B,  Thomison,  Nashville. 


We  here  pay  special  tribute  to  Dr.  John  B. 
Thomison,  Dr.  John  S.  Derryberry,  Dr.  Hamel  B. 
Eason,  and  Dr.  Thomas  K.  Ballard,  recently  retired 
delegates  to  the  American  Medical  Association.  It 
would  be  impossible  to  give  you  a complete  history 
of  the  professional  accomplishments  and  contribu- 
tions of  these  physicians,  but  we  would  like  at  this 
time  to  point  out  in  a small  way  how  much  impact 
these  men  have  had  on  our  profession  on  a local,  as 
well  as  national,  level. 

Dr.  Thomison  began  his  career  in  1944,  and 
served  his  country  as  a medical  officer  in  the  U.S. 
Army  Air  Force  from  1945  to  1947.  He  has  served 
as  an  AMA  delegate  since  1982.  From  1976  to 
1981,  Dr.  Thomison  served  on  the  AMA  Council  on 
Continuing  Physician  Education,  of  which  he  be- 
came chairman.  Other  areas  in  which  Dr.  Thomison 
has  served  are  the  AMA  Advisory  Committee  on 
Continuing  Medical  Education,  the  TMA  Commit- 
tee on  Continuing  Medical  Education,  as  president 
of  the  Nashville  Academy  of  Medicine,  president  of 
the  TMA,  and  editor  of  both  the  Journal  of  the  Ten- 
nessee Medical  Association  and  the  Southern  Medi- 
cal Journal.  Dr.  Thomison  is  also  a recipient  of  the 
Southern  Medical  Association’s  Distinguished  Ser- 
vice Award.  And  these  are  only  a few  of  the  com- 
mittees and  organizations  on  which  Dr.  Thomison 
has  worked,  and  awards  he  has  received. 

Dr.  John  S.  Derryberry’s  career  began  in  1953, 
and  by  1969  he  had  received  the  Tennessee  Acad- 
emy of  Family  Physicians  (TAFP)  Physician  of  the 
Year  award.  Dr.  Derryberry  served  his  country  in 
the  U.S.  Army  Air  Force.  He  has  been  president  of 
his  local  medical  society  in  Bedford  County,  del- 


egate to  the  TAFP  Congress  of  Delegates  for  ten 
years,  president  of  the  TAFP,  president  of  the 
American  Academy  of  Family  Practice,  as  well  as 
AMA  delegate  from  Tennessee  since  1985.  His 
other  professional  activities  are  considerable,  and 
too  numerous  to  name  individually. 

Dr.  Hamel  B.  Eason’s  medical  career  began  in 
1954.  Dr.  Eason  has  served  as  clinical  professor  of 
medicine  at  the  University  of  Tennessee  College  of 
Medicine,  chairman  of  the  Department  of  Internal 
Medicine  at  Methodist  Hospital  in  Memphis,  presi- 
dent of  the  Memphis-Shelby  County  Medical  Soci- 
ety and  the  TMA,  and  is  a member  of  the  Tennes- 
see Board  of  Medical  Examiners.  Dr.  Eason  is  also 
a recipient  of  the  TMA’s  Distinguished  Service 
Award. 

Since  beginning  his  career  in  medicine  in  1949, 
Dr.  Thomas  K.  Ballard  has  served  virtually  continu- 
ously in  various  capacities.  He  was  a founding 
member  of  the  17-county  West  Tennessee  Health 
Improvement  Association,  has  served  as  chairman 
of  the  State  of  Tennessee  Public  Health  Council, 
has  been  a member  of  the  Hospital  Licensing 
Board,  and  a member  of  the  Governor’s  Select 
Committee  on  Health  Care  Cost  Containment.  He 
has  served  as  president  of  the  TMA,  and  in  1987, 
was  named  the  TMA’s  Outstanding  Physician  of 
the  Year. 

Between  them,  these  four  doctors  have  probably 
garnered  nearly  every  prestigious  award  possible. 
But  perhaps  their  most  important  contribution  is  the 
shining  example  they  have  set  for  all  of  us  in  dedi- 
cation to  their  profession  and  exemplary  service. 
Well  done,  gentlemen. 
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Robert  E.  Bowers 


A Tribute  to  Those  Who  Serve 

No  matter  what  your  age  or  the  stage  at  which  you  find  yourself  in  your  career, 
you  are  doubtless  aware  of  the  many  changes  that  have  occurred  in  our  country  and 
throughout  the  world  during  this  century.  We  talk  often  of  the  changes  taking  place 
in  medicine,  but  it  is  noteworthy  that  there  have  been  multitudinous  changes  in  our 
country,  in  the  attitudes  of  society,  and  in  the  general  public’s  perception  of  their 
world.  One  dramatic  change  is  that  it  is  no  longer  generally  considered  a duty  or  a 
privilege  to  serve  one’s  country  or  one’s  community.  For  many,  the  attitude  now  is 
one  of,  “What’s  in  it  for  me?” 

During  these  recent  decades,  however,  when  throughout  our  world  others  were 
wondering  how  they  might  better  themselves  rather  than  helping  out  their  neighbor, 
there  were  those  who  understood  the  importance  of  serving  society  and  continued 
steadfast  in  seeking  ways  to  be  of  service.  As  physicians,  we  are  trained  to  be  givers. 
Our  education,  indeed  our  motivation,  is  geared  toward  making  the  patient  better, 
devoting  our  knowledge  and  our  time  to  tackling  the  problem  at  hand,  and  seeing  it 
through  to  an  acceptable  conclusion.  Because  of  this  “dogged  determination,”  for 
many  it  would  be  enough  to  say  at  the  end  of  a day,  “I  did  my  best  for  my  patients; 
I am  satisfied.” 

Thankfully,  though,  there  are  many  physicians  who  do  not  feel  that  a day  practic- 
ing good  medicine  is  enough.  These  doctors  with  a tradition  of  service  are  sterling 
examples  of  the  essence  of  our  profession,  and  that  is  to  do  good  to  our  fellow  man. 
These  physicians  truly  are  role  models  for  all  of  us.  These  are  the  doctors  who  work 
overtime,  using  their  knowledge  and  expertise  to  better  not  just  the  patient,  but  to 
better  medicine  as  well.  They  take  their  many  valuable  resources  to  their  local, 
state,  and  national  medical  organizations  in  an  effort  to  further  the  cause  of  good 
medicine. 

Perhaps  it  was  best  said  by  an  American  statesman:  “Self-gratification  is  not  an 
adequate  reason  to  live.  Only  a life  lived  for  others  is  worth  living.  We  cannot  live  a 
full  life  unless  we  have  a purpose  bigger  than  ourselves  ...  It  is  a mistake  to  as- 
sume that  we  can  ever  achieve  perfection.  But  it  is  an  even  greater  mistake  to  cease 
trying ” 

On  the  facing  page  you  will  see  a page  dedicated  to  four  physicians,  Drs.  Hamel 
Eason,  John  Derryberry,  John  Thomison,  and  Thomas  Ballard,  who  recently  retired 
as  delegates  to  the  American  Medical  Association.  As  such,  between  them,  they 
have  contributed  more  than  70  years  to  the  furtherance  of  good  medicine  in  Tennes- 
see and  throughout  our  country.  Their  contributions  are  greatly  and  sincerely  appre- 
ciated, and  I am  certain  their  presence  will  be  missed  at  the  AMA. 

For  the  rest  of  us,  we  would  do  well  to  emulate  those  doctors,  and  never  cease 
trying  to  make  a difference  in  the  lives  of  our  patients — nor  for  the  life  of  our 
profession. 
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Ramblings  From  an 
AMA  Ex-Delegate 

The  generous  tribute  to  four  retiring  TMA  del- 
egates to  the  AMA  from  Bob  Bowers,  TMA’s  presi- 
dent and  also  a fellow  AMA  delegate,  prompted 
some  reflections  on  my  21 -year  career  in  the  AMA, 
comprising  memories  of  friendships  made,  friend- 
ships nurtured,  and  friends  lost  to  death  or  retire- 
ment; trials  and  tribulations,  perennial  and  tempo- 
rary, of  the  Association;  and  a lot  of  trivia  that  may 
or  may  not  have  seemed  so  at  the  time.  This  is  not  a 
recounting  of  the  AMA’s  won  and  lost  column,  be- 


cause my  memory  does  not  serve  me  that  well,  and  I 
think  it  would  be  unprofitable  for  me  to  look  it  up, 
because  it  is  unlikely  you  would  read  it,  anyway.  I 
recognize  that  might  be  the  fate  of  these  meander- 
ings,  too,  but  writing  this  is  easier  because  it  is  drawn 
from  memory,  though  it  may  be  flawed  in  places. 

My  first  encounter  with  the  AMA  was  in  1974  as 
the  new  kid  on  the  block,  and  not  really  a member 
of  the  AMA  official  family  at  all,  since  I was  sent 
to  the  Interim  Meeting,  which  then  included  a sci- 
entific session,  as  the  editor  of  the  TMA  Journal. 
The  meeting  was  in  December  in  Portland,  Ore., 
where  its  inhabitants  maintain  it  never  rains.  Of 
course,  there  is  always  what  they  laughingly — or 
better,  euphemistically,  since  it  was  we  who  laugh- 
ingly listened  to  them — refer  to  as  a mist.  As  I re- 
call, that  mist  obscured  the  sun  during  our  whole 
visit,  and  required  that  we  wear  a raincoat  whenever 
we  were  outside.  Elva  (my  wife)  and  I started  to 
drive  up  Mt.  Hood  one  afternoon,  but  were  turned 
back  by  snow  even  before  we  reached  the  half-way 
lodge.  We  never  saw  it.  We  did  take  a boat  tour  up 
the  Columbia  River  Gorge,  which  was  beautiful.  I 
suspect  it  still  is,  but  I haven’t  been  back. 

As  far  as  the  meeting  was  concerned,  I was  dis- 
oriented most  of  the  time.  I found  that  the  delegates 
had  done  their  homework  well,  worked  hard,  and  in 
off-duty  hours  had  a lot  of  fun,  money  not  being 
particularly  tight  at  the  time,  as  it  was  later  on — 
several  times.  Plush  and  tight  times  alternated.  At  that 
time,  Tennessee  had  three  or  maybe  four  delegates 
and  the  same  number  of  alternates,  and  the  House  of 
Delegates  seated  about  250  members,  in  contrast  to 
just  short  of  twice  that  number  now.  The  AMA  was 
searching  for  a new  executive  vice-president,  who 
turned  out  to  be  Jim  Sammons  from  Texas  after  a 
rather  acrimonious  election  by  the  Board  of  Trust- 
ees, and  our  own  Tom  Nesbitt  either  was  or  had  just 
been  elected  vice-speaker,  with  Frank  Walker  as 
speaker.  Frank  died  after  about  a year,  and  Tom 
succeeded  him  as  speaker.  All  that  went  pretty  much 
over  my  head,  as  I hadn’t  yet  discovered  AMA  poli- 
tics, of  which  some,  not  to  say  a lot,  is  always  work- 
ing in  the  background.  And  not  always,  or  maybe 
even  never,  entirely  in  the  background. 

In  1976  Tom  Nesbitt,  as  speaker  of  the  House  of 
Delegates,  persuaded  the  Board,  with  whom  he  sat 
as  an  ex-officio  member,  to  appoint  me  to  the 
Council  on  Continuing  Physician  Education  (CPE), 
which  was  one  of  two  councils  appointed  by  the 
Board,  the  other  being  the  Council  on  Legislation. 
A few  years  later  the  retirement  of  one  of  the  del- 
egates required  that  Middle  Tennessee  furnish  a 
new  alternate.  In  our  caucus  Jim  Hays,  then  TMA 
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president,  observed  that  since  as  a council  member  I 
was  getting  my  meeting  expenses  paid  by  the 
AMA,  it  seemed  a good  idea  to  elect  me  the  alter- 
nate delegate.  Thus  I became  officially  a member  of 
the  Tennessee  delegation. 

The  AMA  councils  met  at  least  four  times  a year 
in  those  days,  usually  three  days  in  conjunction 
with  the  AMA  meetings  and  two  or  three  additional 
weekends.  Thus  close  associations  and  fast  friend- 
ships were,  as  they  still  are,  established  among  the 
council  members,  as  well  as  among  the  members’ 
spouses.  The  social  downside  of  council  member- 
ship is  that  contact  with  the  member’s  delegation  is 
less  close  because  of  time  constraints  during  the 
meetings  both  in  the  meeting  time  itself  and  subse- 
quent socializing. 

It  is  hard,  not  to  mention  hazardous,  to  pick  out 
individuals  for  special  recognition,  but  I have  to  do 
it  here  for  two  men  for  both  professional  and  per- 
sonal reasons.  The  first  is  Tom  Nesbitt,  who  is  re- 
sponsible for  my  career  in  organized  medicine,  and 
maybe  solely  so,  because  it  is  not  unlikely  I would 
never  have  started  one  without  some  urging.  Two 
years  after  I left  Vanderbilt  for  private  practice  Tom 
persuaded  me  to  accept  appointment  to  the  newly 
constituted  TMA  Committee  on  Continuing  Medi- 
cal Education,  which  two  years  I later  chaired,  as  I 
did  for  the  next  18  years.  That  led  to  my  editorship 
of  this  Journal  four  years  later  (1972),  and  subse- 
quently to  my  editorship  of  the  Southern  Medical 
Journal.  My  AMA  career  also  began  and  was  fur- 
thered under  Tom’s  sponsorship.  It  was  all  done 
without  any  hope  of  personal  gain  on  his  part,  and 
any  of  that  amounts  to  only  my  gratitude  and  what- 
ever satisfaction  he  might  derive  from  the  meager 
contributions  of  a protege  to  organized  medicine. 

What  I have  to  say  next  about  Tom  is  totally 
aside  from  the  above,  as  it  is  commonly  accepted 
by  almost  all  who  have  watched  him  in  action.  I say 
almost  only  because  even  God  has  his  detractors. 
During  my  time  in  the  AMA  I have  watched  more 
than  half  a dozen  House  speakers  operate.  They 
have  done  their  job  with  a variety  of  styles,  but  all 
have  been  competent,  and  a number  of  them  out- 
standingly so.  But  none  of  them  has  come  even 
close  to  matching  Tom  Nesbitt  in  all  of  the  attri- 
butes of  an  ideal  speaker.  These  include  style,  par- 
liamentary procedure,  courtesy,  and  confidence.  If 
other  attributes  occur  to  you,  he  had  those,  too.  I 
never,  in  all  the  time  he  was  vice-speaker  and 
speaker,  saw  him  lose  control  of  the  House,  or  his 
“cool”  under  sometimes  trying  circumstances.  He 
obviously  was  not  perfect,  but  he  came  closer  than 
any  other  speaker  I have  witnessed,  and  I cannot 


imagine  one  better. 

The  other  person  I wish  to  mention  specifically 
is  Tom  Ballard,  another  of  the  retiring  delegates. 
This  mention  should  in  no  way  be  viewed  as  de- 
tracting from  either  the  actions  of  or  my  affection 
for  the  others  in  the  Tennessee  delegation.  Among 
Tommy’s  numerous  committee  assignments  was 
membership  on  TMA’s  CME  Committee,  on  which 
we  served  together  for  many  years.  Because  of  his 
steadfastly  wise  counsel  I asked  to  have  him  ap- 
pointed to  the  CPE,  which  I then  chaired.  When  a 
couple  of  years  later  the  “Front  Office”  decided  to 
abandon  its  program  of  CME  courses,  that  council 
was  abolished,  and  the  Advisory  Committee  on 
Medical  Education  was  expanded  to  assume  its  re- 
maining duties.  Jerry  Freedman,  from  Connecticut, 
whom  I had  appointed  as  liaison  to  that  committee, 
had  become  its  chairman,  and  in  the  expansion 
asked  to  have  Tommy  Ballard,  Sam  Nixon,  and  me 
from  his  old  council  appointed  to  the  committee. 

Tommy  Ballard  and  I have  come  a long  way  to- 
gether over  a period  of  more  than  two  decades,  and 
there  is  no  person  in  this  world  for  whom  I have 
any  higher  regard  or  greater  respect  and  affection. 
That  this  opinion  is  shared  by  almost  (cf.  above)  all 
of  his  colleagues  was  evidenced  by  his  receiving 
TMA’s  Outstanding  Physician  of  the  Year  Award, 
the  highest  recognition  the  Association  has  to  offer. 
In  addition  to  being  a good,  caring,  and  compas- 
sionate doctor,  he  is  unfailing  in  his  courtliness, 
generosity,  kindness,  and  wise  counsel.  It  has  been 
my  good  fortune  that  during  each  of  my  chairman- 
ships I have  had  Tommy  Ballard  to  lean  on. 

This  piece  seems  to  be  running  on,  without  an 
end  in  sight.  I have  not  yet  begun  to  say  all  I had  in- 
tended to  say,  yet  fearing  to  lose  whatever  remain- 
ing audience  I still  have,  I must  bring  it  to  a close. 

The  days  of  the  four  of  us  in  the  AMA  House  are 
now  history.  There  have  been  good  times,  along 
with,  as  one  would  expect,  some  not  so  good.  Medi- 
cine is  now  witnessing  great  changes,  one  might 
even  say  disruptions.  But  it  is  not  the  first  time,  nor, 
I suspect,  the  last.  I have  seen  it  through  the  dis- 
ruptions of  war  and  economics,  and  of  Medicare, 
which,  it  was  predicted,  would  destroy  medicine.  The 
present  dislocations  seem  now  to  dwarf  the  others, 
yet  I have  faith  that  Medicine  will  survive.  Perhaps 
not  unscathed,  but  intact,  though  perhaps  only  after 
an  unpleasant  shakedown  period.  Who  knows? 

There  is  one  thing  of  which  I am  confident,  how- 
ever, and  that  is  that  the  survival  of  the  AMA  is  of 
paramount  importance.  It  will  doubtless  change 
shape,  but  not  function,  which  is  to  act  as  the  um- 
brella for  all  of  the  House  of  Medicine.  A study  for 


FEBRUARY,  1996 


61 


attempting  to  define  that  shape  has  been  under  way 
for  two  years  now,  and  seems  on  its  way  to  becom- 
ing reality.  The  purpose  of  the  restructuring  is  find- 
ing the  best  way  to  reassemble  all  of  the  splinters  in 
that  House,  which  are  myriad.  There  will  doubtless 
be  several  fits  and  false  starts,  but  for  the  sake  of 
our  patients,  and  the  practice  of  medicine,  the  AMA 
must  survive. 

J.B.T. 


An  HMO  Christmas  Story 

The  Organization  of  State  Medical  Association 
Presidents  (OSMAP)  comprises  presidents,  presidents- 
elect,  and  all  past  presidents  of  their  state  organiza- 
tions. It  meets  in  conjunction  with  the  American 
Medical  Association  (AMA)  at  each  of  its  meetings 
for  the  purpose  of  discussing  mutual  problems,  in 
hopes  of  possibly  solving  or  at  least  mitigating  some 
of  them.  Under  discussion  at  the  OSMAP  meeting 
Just  before  Christmas  was  the  hot  topic  of  HMOs, 
with  their  pressing  problems  of  patient  care.  Though 
HMOs  were  generally  being  roundly  vilified,  they 
were  at  the  same  time  being  steadfastly  defended  by 
a few,  with,  of  course,  exclusive  reference  to  their 
own  state  association-owned  ones. 

During  the  sometimes  rather  torrid  debate  a 
neighbor  leaned  over  and  whispered  in  my  ear  in 
what,  though  sotto  voce,  was  still  in  a stage  whisper 
loud  enough  to  be  heard  by  those  around  us: 

“Joseph  and  Mary  must  have  been  members  of 
an  HMO.” 

The  comment  elicited  guffaws  and  snickers  of 
appreciation  from  those  around  us. 

So  much  for  the  poignant  manger  scene.  It  was 
not  that  there  was  no  room  in  the  inn.  It  was  instead 
that  there  was  no  room  for  them  in  the  inn.  And 
certainly  no  accoucheur. 

One  might  say  that  if  that  was  good  enough  for 
the  Lord  Jesus  it  is  good  enough  for  us. 

Not  necessarily.  In  fact,  not  at  all.  Yet  similar  in- 
stances, which,  though  I am  often  tempted  to  express 
my  real  opinion,  I generally  stop  short — barely — of 
terming  atrocities,  surround  us  daily  through  what 
we  euphemistically  call  managed  care.  A young 
Army  doctor,  the  alternate  delegate  to  the  AMA  for 
the  Surgeon-General  of  the  Army,  who  is  the  Army 
delegate,  was  stationed  in  Germany  when  his  baby 
was  born.  The  Germans  keep  their  new  mothers  and 
their  babies  in  the  hospital  for  as  much  as  two 
weeks.  His  wife  stayed  a week,  when  she  was  ready 


to  go  home.  The  Germans  think  us  barbarians  be- 
cause in  this  country  these  days  the  insurance  com- 
panies have  them  kicked  out  in  a day  or  so. 

So  do  I,  and  unfeeling  barbarians  at  that.  And 
not  just  in  our  treatment  of  new  mothers,  either.  But 
what  should  we  expect  when  we  decree  that  com- 
passionless bean  counters  and  not  the  doctors  shall 
run  the  ship?  Extending  the  metaphor,  they  are  cru- 
cifying our  patients,  too,  for  30  pieces  of  silver — or 
more  . . . much,  much  more. 

Always  more. 

J.B.T. 


Doctors’  Day 

Several  years  ago  I wrote  a piece  in  these  pages 
deploring  the  proliferation  of  special  “days.”  I for- 
get whether  or  not  I mentioned  Doctors’  Day  spe- 
cifically, though  I might  have.  If  I did,  I hereby 
repent  in  sack-cloth  and  ashes.  I wrote  that  piece  in 
a day  before  HMOs,  insurance  companies,  and  hos- 
pital chains  (they  refer  to  them  as  networks,  but 
they  don’t  fool  me — and  they  shouldn’t  you)  had 
taken  over  the  practice  of  medicine,  having  decreed 
that  the  public  health  was  too  precious  and  too  im- 
portant to  be  left  in  the  hands  of  the  doctors. 

Things  are  clearly  different  now.  The  public  im- 
age of  medicine  has  suffered  a decline,  and  health 
care  has  been  assigned  largely  to  ribbon  clerks  sit- 
ting at  a computer  terminal  that  tells  them  how  pa- 
tients should  be  treated  under  their  plan.  Instead  of 
health  care  having  been  left  in  the  hands  of  the  doc- 
tors, it  is  now  in  the  hands  of  functionaries  with  a 
computer.  Which  is  better?  That  is  what  the  insurance 
companies  and  the  HMOs  think  of  the  public  health. 

If  ever  a day  of  appreciation  was  needed,  we 
need  that  one,  and  we  need  it  now.  In  the  Alliance 
Report,  Ms.  Vanessa  Clark  has  given  you  a history 
of  the  Day,  but  this  is  written  to  add  some  impor- 
tant information  to  that  account.  Mrs.  Almond  was 
a member  of  the  Georgia  chapter  of  the  Southern 
Medical  Association  Auxiliary,  which  took  the  idea 
to  SMA’s  Auxiliary.  It  was  they  who  asked  the  leg- 
islators from  Mississippi  to  introduce  the  resolution 
to  establish  March  30  as  National  Doctors’  Day.  I 
wonder  if  the  resolution  were  introduced  into  the 
Congress  today  it  would  be  received  with  the  same 
enthusiasm  as  it  was  in  1990. 

The  Journal  takes  this  opportunity  to  thank  the 
Alliance  for  honoring  us,  and  for  the  active  interest 
they  take  in  our  work  and  our  problems.  The  Alli- 
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ance  has  been  a formidable  ally  in  many  areas,  not 
the  least  of  them  in  their  fund-raising  efforts  for  the 
AMA-ERF.  But  they  have  also  with  their  telephone 
banks  done  a great  deal  on  numerous  occasions  to 
influence  legislation  in  our  favor. 

The  Journal  joins  the  Alliance  in  the  wish  that 
on  Doctors’  Day  you  may  receive  a smile  and  an 
expression  of  gratitude  from  your  patients — or  at 
least  from  those  who  can  make  it  past  their  HMO. 
And  maybe  not  just  on  Doctors’  Day,  though  per- 
haps that’s  just  too  much  to  hope  for. 

Maybe  all  of  it  is. 

J.B.T. 


When  the  Board  Conies  A’Callin’ 

This  is  just  a short  note  to  call  your  attention  to  a 
Special  Item  in  this  issue  of  the  Journal  that  is  of 
utmost  importance  to  you,  and  one  that  at  the  same 
time  you  could  easily  overlook,  especially  consider- 
ing its  rather  homey  title.  “The  Board”  at  issue  here 
is  not  the  TMA  Board  of  Trustees,  or  the  Board  of 
some  company  or  other.  The  Board  referred  to  here 
is  the  Tennessee  Board  of  Medical  Examiners,  a 
body  that  holds  powers  of  life  or  death  over  your 
medical  practice.  I’m  certain  that  the  Board’s  im- 
portance is  not  lost  on  you,  since  it  can  not  only 
revoke  your  license  to  practice  medicine,  but  can 
also  subject  you  to  criminal  investigation. 

Our  Special  Item  was  written  at  the  suggestion  of 
our  general  counsel,  Marc  Overlock,  by  the  former 
general  counsel  for  the  Tennessee  Department  of 
Health.  It  concerns  courses  of  action  that  you 
should  follow  if  the  Board  should  have  cause  to  in- 
vestigate some  aspect  of  your  practice,  even  though 
you  may  be,  and  even  likely  are,  clean.  It  is  in  your 
interest  to  pay  attention  and  do  as  she  advises. 

There  are  in  my  estimation  some  disturbing  fea- 
tures touched  upon  in  the  article  that  I hope  you 
will  consider,  and  take  whatever  action  with  your 
legislator  that  you  deem  appropriate,  if  any.  The 
items  have  to  do  with  efforts  being  made  to  relax 
through  legislation  some  of  the  statutory  protection 
of  patient  confidentiality  that  irritate  the  media  and 
some  of  the  lawyers,  primarily  plaintiffs’  attorneys. 
It  is  my  own  opinion  that  the  statutes  protecting 
confidentiality,  such  as  the  requirement  for  a signed 
patient  release  before  records  can  be  opened  for 
public  viewing,  are  there  for  a good  reason — to  pro- 
tect the  interests  of  the  patients,  than  which  there  is 
no  better  reason.  But  since  nobody  any  longer  cares 


about  the  patient — unless,  of  course,  it  is  one’s  own 
ox  that  is  being  gored — it  is  not  unlikely  that  such 
protective  mechanisms  will  be  overturned. 

Read  the  article  and  take  its  advice  to  heart.  It 
might  save  you  a lot  of  discomfort,  even  heartache, 
or  worse,  should  you — heaven  forbid — be  visited  by 
agents  of  the  Board  of  Medical  Examiners. 

J.B.T. 


Illiteracy 


To  the  Editor: 

Illiteracy  is  a problem  affecting  directly  27  million 
illiterate  American  adults  and  indirectly  all  other  Ameri- 
cans. You  may  assume  that,  if  you  can  read  this,  illit- 
eracy is  no  problem  for  you. 

Illiteracy  lowers  business  productivity.  Illiterates  may 
not  be  able  to  learn  enough  to  know  the  difference  be- 
tween low  and  high  quality.  During  training,  everything 
must  be  explained  orally  to  illiterates.  These  costs  are 
passed  along  to  the  consumers — us. 

Illiterate  workers  are  prone  to  have  accidents  because 
they  cannot  read.  Literate  people  can  be  hurt  by  the  acci- 
dents. Illiterates  who  cause  accidents  are  more  likely  to 
draw  worker’s  compensation  and  other  insurance  ben- 
efits, sometimes  involving  lawsuits.  Insurance  rates  are 
based  on  averages,  and  ultimately  we  all  pay  higher  in- 
surance because  of  accidents  resulting  from  illiteracy. 

Illiteracy  drives  people  into  low-paying  jobs,  unem- 
ployment, even  welfare.  Thus  illiteracy  weakens  the  tax 
base  while  increasing  the  benefits  paid.  The  federal  debt, 
over  $4  trillion,  has  partly  arisen  from  unproductivity 
rooted  in  illiteracy.  The  federal  debt  hurts  each  of  us 
when  we  borrow  money  and  face  high  interest  rates. 

In  turn  the  federal  debt  worsens  the  illiteracy  problem 
because  the  government  cannot  fund  programs  to  attack 
illiteracy  when  so  much  is  going  into  welfare  and  other 
needs  resulting  from  illiteracy. 

Companies  leave  America  to  go  where  the  workers 
can  read.  The  jobs  go  too.  Revenues  decline  while  the 
government’s  bills  continue.  Companies  are  especially 
reluctant  to  invest  jobs  in  areas  where  illiteracy  and  re- 
sulting problems  are  ubiquitous. 

Now  is  the  time  to  stop  illiteracy.  The  Barbara  Bush 
Foundation  for  Family  Literacy,  Laubach  Literacy 
Action,  Literacy  Volunteers  of  America,  and  other  wor- 
thy programs  deserve  our  help.  Inquire  about  literacy 
programs  at  your  local  library.  We  are  all  paying  for 
illiteracy. 

Kevalyn  Robertson 
Students  in  Free  Enterprise 
P.O.  Box  306 
Portland,  TN  37148-0306 
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£0  in  memoficim  os 


Franklin  H.  Alley,  age  88.  Died  November  20,  1995. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

J.  Clyde  Alley  Jr.,  age  73.  Died  November  30,  1995. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

Joseph  Etorre  Crupie,  age  71.  Died  November  12,  1995. 
Graduate  of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Elmer  T.  Pearson,  age  94.  Died  November  10,  1995. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Carter  County  Medical  Society. 

Moore  Jackson  Smith  Jr.,  age  85.  Died  November  7,  1995. 
Graduate  of  Emory  University  School  of  Medicine.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

James  F.  Hannifin,  M.D.,  Cleveland 
Thomas  William  McGuire,  M.D.,  Cleveland 

CARTER  COUNTY  MEDICAL  SOCIETY 

John  David  Green,  M.D.,  Elizabethton 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Susan  Marguerite  Austin,  M.D.,  Jackson 
Robert  Paul  Caudill  Jr.,  M.D.,  Jackson 
Dwight  C.  Kaufinan  , M.D.,  Jackson 
Michael  E.  Ort,  M.D.,  Milan 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Erank  J.  Chuck,  M.D.,  Lawrenceburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

William  Buckley  Sutter,  M.D.,  Columbia 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

Gladys  A.  Bush,  M.D.,  Lebanon 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Max  Lee  Moss  Jr.,  M.D.,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Constance  Thetford  Hixson,  M.D.,  Kingsport 
Nancy  L.  VanBuren,  M.D.,  Kingsport 

SUMNER  COUNTY  MEDICAL  SOCIETY 

John  P.  Arrowood  Jr.,  M.D.,  Gallatin 


per/onol  new/ 


Charles  E.  Allen,  M.D.,  Johnson  City,  has  received  the 
Meritorious  Service  Award  from  the  Tennessee  Hospital 
Association,  recognizing  his  academic,  health  care,  pro- 
fessional, and  community  contributions. 

Robert  E.  Bowers,  M.D.,  Chattanooga,  has  been  named 
Alumnus  of  the  Year  at  Southern  College. 

Gary  Bryant,  M.D.,  Woodbury,  has  been  certified  as  a 
diplomate  of  the  American  Board  of  Family  Practice. 

Robert  R.  Casey,  M.D.,  Oak  Ridge,  has  been  installed  as 
president  of  the  Tennessee  Academy  of  Family  Physi- 
cians for  1996.  James  D.  King,  M.D.,  Selmer,  has  been 
elected  president-elect  of  the  TAFP. 

Allen  S.  Edmonson,  M.D.,  Memphis,  has  received  the 
Distinguished  Service  Award  from  the  University  of  Ten- 
nessee at  Martin. 

Robert  L.  Richardson,  M.D.,  Paris,  has  been  certified  as  a 
diplomate  of  the  American  Board  of  Internal  Medicine. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  No- 
vember, 1995.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing 
medical  education,  including  20  hours  of  Category 
1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1; 
for  the  three-year  award,  physicians  report  150 
hours  of  CME,  60  of  which  are  Category  1.  Each 
application  for  the  PRA  must  also  verify  participa- 
tion in  Category  2 CME  activities. 

Arnold  L.  Coleman,  M.D.,  Chattanooga 
George  L.  Burruss,  M.D.,  Memphis 
Jill  E.  Chambers,  M.D.,  Nashville 
Paul  H.  Coleman,  M.D.,  Nashville 
Phillip  H.  Dirmeyer,  M.D.,  Memphis 
William  E.  Eeist,  M.D.,  Hixson 
George  S.  Elinn  Jr.,  M.D.,  Memphis 
Alfred  C.  Hanscom,  M.D.,  Chattanooga 
Robert  P.  Hornsby,  M.D.,  Murfreesboro 
Reinaldo  A.  Olaechea,  M.D.,  Crossville 
Leon  L.  Reuhland,  M.D.,  Woodbury 
Allen  L.  Schlamp,  M.D.,  Jackson 
Renuka  H.  Soni,  M.D.,  Etowah 
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CALENDAR  OF  MEETINGS 

NATIONAL 


March  10-14 
March  13-16 

March  14-17 
March  15-20 
March  17-20 
March  20-22 

March  20-24 


Society  of  Toxicology — Anaheim,  Cal. 
International  Conference  on  the  Adjuvant 
Therapy  of  Cancer — Doubletree  Paradise 
Valley  Resort,  Scottsdale,  Ariz. 

American  Medical  Student  Association — 
Hyatt,  Washington,  DC 
American  Academy  of  Allergy,  Asthma,  and 
Immunology — Hilton,  New  Orleans 
American  Institute  of  Ultrasound  in  Medi- 
cine— Hilton,  New  York 
American  Society  for  Clinical  Pharmacology 
and  Therapeutics — Disney’s  Contemporary 
Resort,  Buena  Vista,  Fla. 

Society  for  Adolescent  Medicine — Marriott 
Crystal  Gateway,  Arlington,  Va. 


March  22-24  Society  of  Civil  War  Surgeons — Hilltop 
House,  Harpers  Ferry,  W.Va. 

March  22-24  American  College  of  Nuclear  Medicine — 
Broadmoor,  Colorado  Springs 

March  23-26  American  College  of  Preventive  Medicine — 
Hyatt,  Dallas 

March  23-27  American  Society  of  Clinical  Hypnosis — 
Sheraton  World  Resort,  Orlando 

March  23-29  US  and  Canadian  Academy  of  Pathology — 
Hilton,  Washington,  DC 

March  23-30  American  Academy  of  Neurology — Marriott 

and  Moscone  Center,  San  Francisco 

March  24-27  American  College  of  Cardiology — Orlando 

March  26-3 1 American  Society  of  Regional  Anesthesia — 
Sheraton,  San  Diego 

March  27-30  American  College  of  Mental  Health  Admin- 
istration— Marriott,  New  Orleans 

March  28-30  Big  Sky  Pulmonary  and  Critical  Care  Medi- 
cine (Am  Lung  Assoc) — Big  Sky,  Mont. 

March  30-April  3 American  Radium  Society — Fairmont,  San 
Francisco 

April  7-12  American  Cleft  Palate-Craniofacial  Associa- 
tion— Fairmont,  New  Orleans 

April  9-13  American  Physiological  Society — Marriott 


Actions  of  the  Tennessee  State  Board  of  Medical  Examiners 

November,  1995 

Name:  Randall  E.  Pedigo,  M.D.  (Knoxville) 

Violation:  Criminal  convictions  for  sexual  battery  and  unlawful  dispensing  of  a controlled  substance; 
unprofessional,  dishonorable,  or  unethical  conduct;  dispensing,  prescribing,  or  distributing  a controlled  sub- 
stance not  in  the  course  of  professional  practice. 

Action:  License  revoked. 

Name:  William  J.  Roberts,  M.D.  (Kingston) 

Violation:  Prescribing  excessive  and/or  unjustifiable  amounts  of  controlled  drugs  for  prolonged  durations 
in  inadvisable  combinations;  prescribing  controlled  substances  to  persons  who  are  addicted  without  making  a 
bona  fide  effort  to  cure  patients’  habit. 

Action:  Per  agreed  order,  license  suspended  for  six  months,  suspension  stayed  except  for  30  days;  placed 
on  probation  for  two  years;  assessed  civil  penalties  totalling  $2,500;  must  complete  25  hours  of  additional 
continuing  medical  education;  may  not  use  DBA  certificate  for  Schedules  II,  III,  and  IV  privileges  for  one 
year;  must  maintain  compliance  with  Impaired  Physician  Program  for  two  years  or  longer  if  recommended  by 
the  program;  must  complete  seminar  on  prescribing  practices. 

Name:  Larry  R.  Rosser,  M.D.  (Ringgold,  GA) 

Violation:  Substance  abuse;  disciplinary  action  by  Georgia  Board  of  Medical  Examiners. 

Action:  Per  agreed  order,  license  to  be  placed  on  probation  for  five  years  under  same  terms  as  probationary 
period  in  Georgia;  DBA  registration  restricted  to  institutional  use  only. 

Name:  John  T.  VanDyck  III,  M.D.  (Paris) 

Violation:  Alcohol  abuse;  criminal  convictions  for  DUI  and  operating  aircraft  under  the  influence;  sub- 
mitting renewal  application  with  false  information. 

Action:  Per  agreed  order,  assessed  civil  penalty  of  $2,500. 

Name:  John  R.  Wickman,  M.D.  (Memphis) 

Violation:  Submitted  false  information  on  license  application  and  employment  applications;  unprofes- 
sional, dishonorable,  or  unethical  conduct. 

Action:  Per  agreed  order,  license  suspended  for  six  months,  suspension  stayed;  license  placed  on  probation 
for  one  year;  must  maintain  compliance  with  Impaired  Physician  Program  for  five  years;  must  have  a female 
present  in  the  room  while  any  female  patients  are  examined;  reprimanded;  assessed  civil  penalty  of  $1,500. 
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Marquis,  Atlanta 

April  14-17  American  College  of  Surgeons — New  York 

April  14-18  American  Society  for  Pharmacology  and  Ex- 

perimental Therapeutics — Washington,  D.C. 

April  15-17  American  Society  for  Laser  Medicine  and 
Surgery — Contemporary,  Orlando 

April  19-21  American  Society  of  Abdominal  Surgeons — 
New  Orleans 

April  19-21  American  Society  of  Addiction  Medicine — 
Marriott  Marquis,  Atlanta 

April  20-25  American  Society  of  Clinical  Pathologists — 
Sheraton,  Boston 

April  24-27  American  Association  for  Suicidology — 
Hyatt,  St.  Louis 

April  25-28  American  College  of  Physicians — San  Francisco 

April  26-27  Virginia  Society  of  Otolaryngology-Head 
and  Neck  Surgery — The  Homestead  Resort, 
Hot  Springs,  Va. 

April  26-28  1996  Pediatric  Update  for  the  Primary  Care 

Physician  (Ochsner  Medical  Foundation) — 
Westin  Canal  Place,  New  Orleans 

April  26-May  3 American  Occupational  Health  Confer- 
ence— San  Antonio  Convention  Center 

April  28-May  2 American  College  of  Obstetricians  and  Gy- 
necologists— Denver 

April  28-May  1 American  Association  for  Thoracic  Sur- 
gery— Hyatt  Convention  Center,  San  Diego 


STATE 

March  14-17  American  Burn  Association — Opryland  Ho- 
tel, Nashville 

April  11-14  TMA  161st  Annual  Meeting — Hyatt  Re- 
gency Hotel,  Knoxville 


Does  Your  Practice  Comply 
With  1996  OSHA  Regulations? 

■ OSHA  compliance  audits 

■ Effective  employee  training 

■ Annual  updates 

■ Custom  manuals 

■ Safety  guidelines 

■ Hazard  Communication/Exposure  Control 

Contact  Us 
Today  For  An 
Assessment 
Free  Of  Charge! 


H Ellis 

Medical  Consulting 
(615)  371-1506 
Brentwood,  TN 


Operational  Policy  & 
Procedure  Manuals 

Customized  For  The 
Physician  Office 


Carolyn  Avery  & Associates,  Inc. 

PO  Box  159012  * Nashville,  TN  37215 

(615)  383-6321 


TMA  Alliance  Report 

Remembering  Our  Physicians 


The  observance  of  Doctors’  Day  has  been  cel- 
ebrated for  years  yet  so  few  really  know  what  this 
day,  March  30,  is  all  about.  The  idea  of  setting 
aside  a day  to  honor  physicians  was  conceived 
by  Eudora  Brown  Almond,  wife  of  Dr.  Charles  B. 
Almond,  in  Winder,  Georgia.  The  first  Doctors’ 
Day  was  March  30,  1933,  on  the  anniversary  of  the 
first  administration  of  anesthesia  by  Dr.  Crawford 
W.  Long  in  Barrow  County,  Georgia,  in  1842. 

From  that  time  on,  auxiliaries/alliances  have 
shown  honor  to  their  physicians  in  many  ways — 
hosting  special  meals,  sending  cards  of  thanks, 
making  donations  to  the  AMA-Education  Research 
Fund,  or  giving  each  physician  a red  carnation. 
Each  alliance  has  a unique  way  of  showing  appre- 
ciation to  its  local  physicians. 

Doctors’  Day  has  become  a national  day.  In 
1990,  legislation  was  introduced  in  the  House  and 


Senate  by  Congressmen  Mike  Parker  (D-Missis- 
sippi)  and  G.V.  Montgomery  (D-Mississippi)  and 
Senator  Thad  Cochran  (R-Mississippi)  to  establish 
a national  Doctors’  Day.  After  overwhelming  ap- 
proval by  the  U.S.  Senate  and  the  House  of  Repre- 
sentatives, on  October  30,  1990,  President  George 
Bush  signed  S.J.  Res.  #366  (which  became  Public 
Law  101-473)  designating  March  30  as  “National 
Doctors’  Day.” 

To  our  physicians  and  our  spouses,  alliance 
members  nationwide  say  thank  you  on  March  30 
for  the  many  sacrifices  you  have  made  to  heal  the 
sick.  May  you  receive  a kind  word  or  a smile  of 
gratitude  from  the  patients  you  treat  on  the  day  we 
honor  you.  □ 

Vanessa  Clark 

TMAA  Director,  Lower  East 
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conlinuin9  medieol 
educolion  opportunilie/ 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  as  a sponsor  of  continuing  medical 
education  for  physicians.  /4.v  an  accredited  sponsor,  TMA  is  autho- 
rized to  designate  certain  CME  activities  for  credit  in  the  AM  A 
Physician ’s  Recognition  Award  Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions 
in  Tennessee  conducting  intrastate  CME  programs.  Any  organiza- 
tion conducting  such  programs  may  apply  to  TMA  for  accredita- 
tion as  a sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  should  be  made  in  writing  to:  Director  of  CME,  Tennessee 
Medical  Association,  PO  Box  120909,  Nashville.  TN  37212-0909. 

IMPORTANT  NOTICE 

Published  in  this  section  are  many  educational  opportunities  which  come 
to  our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA/PRA  Category  1 
credit  is  provided  for  each  hour  of  participation.  Physicians 
must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  available. 
In  some  cases,  registration  numbers  are  limited. 

For  information  contact  Division  of  CME,  Vanderbilt  Uni- 
versity School  of  Medicine,  D-821 1 MCN,  Nashville,  TN 
37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents  and  faculty. 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educa- 
tional experience  including  lunch  and  parking  at  Meharry 
Medical  College.  Credit:  AMA  Category  1 of  the  Physician’s 


Recognition  Award,  AAFP,  and  Continuing  Education  Units 
from  Meharry  Medical  College.  Application:  For  information 
contact  Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Edu- 
cation, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 

Continuing  Education  Schedule 

Memphis 


March  11-15 

Ob/Gy n Ski — Snowmass,  Colo. 

March  16-22 

29th  Annual  Review  Course  for  the  Family 
Physician 

March  26-31 

Symposium  on  Critical  Care  and  Emergency 
Medicine — Hot  Springs,  Ark. 

May  8-12 

Perinatal  Social  Work 

June  6-7 

General  Surgery  Update 

July  22-27 

Contemporary  Issues  in  Obstetrics  and  Gy- 
necology— Destin,  Fla. 

Aug.  17-22 

Pharamacology  of  Thermoregulation 

Sept.  19-20 

28th  Conference  on  the  Mother,  Fetus,  and 
Newborn 

Chattanooga 

March  28-29 

Pediatrics 

June  26-29 

Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of 
CME,  University  of  Tennessee,  800  Madison  Ave.,  Memphis, 
TN  38163,  Tel.  (901)  448-5547. 


IN  SURROUNDING  STATES 


WASHINGTON  UNIVERSITY— MISSOURI 


March  13-15 

March  21-22 
March  30 

May  2-3 
June  21-22 
July  25-27 


4th  Annual  Refresher  Course  and  Update  in 
General  Surgery 
Clinical  Pulmonary  Update 
Cardio-Pulmonary  Bypass  and  Coagulation 
Deficiencies  for  Surgeons 
Driving  and  the  Aging  Population 
10th  Annual  Frontiers  in  Endourology 
Clinical  Allergy  for  the  Practicing  Physician 


For  information  contact  Cathy  Sweeney,  Office  of  CME, 
Washington  University  School  of  Medicine,  Box  8063,  660  S. 
Euclid  Ave.,  St.  Louis,  MO  63110,  Tel.  (800)  325-9862. 


OF  SPECIAL  INTEREST 


TULANE  UNIVERSITY 

April  12-14  Renal,  Metabolic  and  Hypertension  Update 
May  2-4  Women's  Mental  Health-Westin  Canal  Place, 

New  Orleans 

May  2-4  13th  Annual  Dermatology  Update  and  All 

That  Jazz — Hyatt  Regency,  New  Orleans 
May  13-24  7th  Annual  Tropical  Health  Update 

For  information  contact  Tulane  Office  of  Continuing  Edu- 
cation, 1440  Canal  St.,  Suite  161 1,  New  Orleans,  LA  701 12, 
Tel.  (800)  588-5300. 
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NEW  EMERGENCY  MEDICINE 
OPPORTUNITIES! 


COMMERCIAL  OFFICE  BUILDING 
FOR  SALE 

Two-year-old  brick  office  building  with  3,485  feet  of 
well-designed  space.  Contains  10  offices,  2 confer- 
ence rooms,  kitchen,  3 baths  and  beautiful  decor  with 
excelient  craftsmanship.  5"  crown  moiding  throughout, 
lighted  pocket  doors.  Easiiy  converted  to  two  or  more 
practices  PLUS  additionai  3,485  feet  of  unfinished 
basement  area.  Building  is  ADA  approved.  Located  on 
corner  lot  in  the  Rivergate-Goodlettsville  area.  Contact: 

JANIE  ANDREWS  (Pager):  951-0646 
HERB  LORD  REALTORS:  254-6411 


PEDIATRICIAN  NEEDED 

KNOXVILLE,  TENNESSEE 

Pediatric  practice  with  1 in  5 cail.  Outpatient  focus. 
Competitive  compensation  and  benefits.  The  area 
and  its  pleasures  speak  for  themselves. 

Call  Patience  Schock  at  (800)  546-0954,  ext.  3954, 
or  fax  CV  to  (314)  725-1892. 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Heaith  is  recruiting  physi- 
cians for  four  Regional  Health  Officer  positions,  based  in 
Nashville,  Columbia,  Johnson  City,  and  Blountvilie.  Salary 
in  mid-80s  to  low-90s.  Applicants  must  have  an  MD  or 
DO  degree  and  post  medical  education  and  clinical  expe- 
rience in  a primary  care  specialty  totaling  at  least  three 
years.  A master’s  degree  in  public  health  may  be  substi- 
tuted for  two  years  of  experience.  Must  be  licensed  in 
Tennessee.  Further  details  available  from:  Ruth  M. 
Hagstrom,  M.D.,  Tennessee  Department  of  Health,  Ten- 
nessee Tower-1 1th  Floor,  312  8th  Ave.  N.,  Nashville,  TN 
37247-4501.  Phone  (615)  532-2431.  TDH  is  an  equal  op- 
portunity, equal  access,  affirmative  action  employer. 


Team  Health’s  Southeastern  Emergency  Physicians 
will  be  adding  five  new  hospital  clients  in  the  greater 
Nashville  area.  Whether  you  want  to  live  in  the 
nation’s  heart  of  country  music,  enjoy  the  cultural 
and  recreational  pleasures  afforded  by  a metropoli- 
tan area  or  simply  enjoy  the  tranquility  of  the  rural 
South,  we  have  an  opportunity  that’s  right  for  you. 

Team  Health’s  contracted  physicians  enjoy  a 
generous  compensation  package  including  flexible 
scheduling  with  no  on-call  and  paid  malpractice. 
Most  importantly,  you  will  be  a member  of  a group 
on  the  cutting  edge  of  the  health  care  industry. 


For  more  information  about  these 
fantastic  opportunities  in  Central 
Tennessee,  contact  John  Craig  at 

1-800-342-2898 


TEAM 

HEALTH 


TIME  FOR 

FR  IM.  OB 

MB 

I31s9 

■ 

Tennessee  National 


45+ Cities  750+ Cities 


Nashville  Memphis  Huntsville  Cincinatti 

Clarksville  Knoxville  Little  Rock  Birmingham 

Kingsport  Morristown  Louisville  St.  Louis 

Needed  in  Eastern  TN:  Ortho  (spine),  Oph,  Allergy, 
Rheum,  Psych,  Derm,  FP  and  IM 

The  Curare  Group,  Inc. 

P)IIM8  Fai(8l2)33l-ll6S9 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST  #ci95mae 


FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting 
CVs  from  Family  Practitioners,  Internists,  and  other 
Board-eligible/Board-certified  physicians.  Guaran- 
teed salary  with  excellent  benefits  including  paid 
malpractice  insurance,  continuing  education  as- 
sistance, a retirement  program,  and  moving  ex- 
pense allowance.  Approved  loan  repayment  site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services 
Consortium,  3825  Hwy.  66  South,  Rogersville,  TN 
37857.  Phone:  (615)  272-9163.  (EOE) 


POSITIONS  AVAILABLE 

Columbia/HCA  is  currently  hiring  physicians  to  staff 
multiple  urgent  care  centers  in  the  Jackson,  Tennes- 
see, area.  Each  center  is  equipped  with  a full  support 
staff  including  lab  and  x-ray.  We  offer  an  extremely 
competitive  salary  and  benefit  package  (stock  op- 
tions, 401 K,  33  paid  days  off  per  year,  etc.).  Reloca- 
tion expenses  and  malpractice  paid. 

Please  direct  inquiries  to:  Larry  Dillaha,  M.D.,  230 
25th  Ave  North,  2nd  Floor,  North  Wing,  Suite  2322, 
Nashville,  TN  37203.  Telephone  (615)  342-2322. 
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Tfflfl 


The  TMA  Placement  Service  is  a public  service  designed  to  assist  physicians  seek- 
ing practice  opportunities  in  Tennessee  and  communities  seeking  new  physicians 
(fee-for-service  agency  inquiries  not  accepted).  For  information  contact  the  Place- 
ment Service  Office,  PO  Box  120909,  Nashville,  TN  37212-0909 — (615)  385-2100. 


LOCATIONS  WANTED 


PHYSIATRIST — age  31,  graduate  of  State  University  of  New  York  at 
Buffalo  School  of  Medicine  in  1991 — seeks  a practice  in  Middle  Ten- 
nessee. Board  eligible  in  physical  medicine  and  rehabilitation.  Avail- 
able August  1996.  LW-2233 


GENERAL  SURGEON — age  50,  graduate  of  McGill  University  Medi- 
cal School  in  1968 — seeks  a practice  in  Tennessee.  Board  certified. 
Available  now.  LW-2235 


INTERNIST/FAMILY  PRACTITIONER— age  27,  graduate  of  Maulana 
Azad  Medical  College  (India)  in  1990 — seeks  a solo  or  group  prac- 
tice, or  industrial  staff  position  in  Tennessee.  Board  eligible.  Currently 
in  third  year  of  three-year  residency.  LW-2236 


PSYCHIATRIST — age  41,  graduate  of  Tulane  University  School  of 
Medicine  in  1979 — seeks  a group  practice,  or  institutional  or  industrial 
staff  position  in  Tennessee.  Board  eligible.  Available  now.  LW-2237 


PSYCHIATRIST — age  54,  graduate  of  University  of  Cape  Town 
(South  Africa)  in  1963 — seeks  a group  practice  or  institutional  staff 
position  in  Chattanooga.  Board  certified.  Available  now.  LW-2238 


GENERALA/ASCULAR  SURGEON— age  38,  graduate  of  University 
of  Tennessee  College  of  Medicine,  Memphis  in  1985 — seeks  a solo 
or  group  practice  in  East  Tennessee.  Board  certified.  Available  now. 
LW-2239 


ANESTHESIOLOGIST — graduate  of  Universidad  Autonoma  de 
Ciudad  Juarez  School  of  Medicine  (Mexico)  in  1981 — seeks  a prac- 
tice in  Tennessee.  Board  certified.  Available  now.  LW-2240 


PEDIATRICIAN — age  41,  graduate  of  University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill  in  1982 — seeks  a solo  or  group  prac- 
tice, or  institutional  staff  position  in  Middle  Tennessee.  Board  certified. 
Available  now.  LW-2241 


SURGEON/FAMILY  PRACTITIONER— age  53,  graduate  of  BJ  Medi- 
cal College,  Ahmedabad  (India)  in  1966 — seeks  a practice  in  a rural 
setting  in  Tennessee.  Available  now.  LW-2242 


PHYSICIANS  WANTED 


FAMILY  PRACTITIONER  or  OCCUPATIONAL,  PREVENTIVE  or 
EMERGENCY  MEDICINE  PHYSICIAN— needed  in  Memphis  to  join  a 
group  practice.  Board  certified  or  board  eligible  preferred.  Needed 
now.  P\A/-1214 


INTERNISTS,  FAMILY  PRACTITIONERS  and  PSYCHIATRISTS— 

needed  in  urban/rural  areas  of  Tennessee.  Board  certified  preferred. 
Needed  now.  PW-1216 


PRIMARY  CARE  PHYSICIAN— needed  in  Nashville  to  fill  an  institu- 
tional staff  position.  Board  eligible  preferred.  Needed  now.  PW-1217 


INTERNIST  or  FAMILY  PRACTITIONER— needed  in  Paris  in  West 
Tennessee  for  a solo  or  group  practice.  Must  be  board  certified  or 
board  eligible.  Needed  now.  PW-1218 


FAMILY  PRACTITIONER — needed  in  Nashville  to  join  an  HMO.  Must 
be  board  certified  or  board  eligible.  Needed  now.  PW-1220 


FAMILY  PRACTITIONERS,  GERIATRICIAN,  INTERNIST  and 
PEDIATRICIAN — needed  in  Franklin  to  join  a group  practice.  Must  be 
board  certified  or  board  eligible.  Needed  now.  PW-1221 


GENERAL  PRACTITIONER  or  PHYSIATRIST— needed  in  Hermitage 
in  Middle  Tennessee  to  join  a group  practice.  Must  be  board  eligible. 
Needed  now.  PW-1222 


FAMILY  PRACTITIONER — needed  in  Nashville  as  a medical  director 
for  ambulatory  care  center.  Board  certified  or  board  eligible  preferred. 
Needed  early  1996.  PW-1223 


INTERNIST,  FAMILY  PRACTITIONER,  PEDIATRICIAN  and 
OB-GYN — needed  in  Etowah  in  East  Tennessee  to  join  a group  prac- 
tice; could  offer  solo  practice.  Must  be  board  eligible.  Needed  now. 

PW-1224 


PHYSICIAN — needed  in  Memphis  for  a part-time  position  with  an  in- 
stitutional staff.  Needed  now.  PW-1225 
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Csil  today! 

SaCTsnsento,  Caiif.  t-800-2S3^!® 
Attenla  Ga  1-«00-«24-5293 
Austia  Texas  !-«0(>«33-4388 
Voiijtgslowa  Ohio  1-S00-2'1&S098 

Mm 
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Witef>  youf  vrasting  room  k>oks  itke  ifus, 
you  respond  to  a ciitferent  ktnd  of  cat!. 

T!-®  kind  ifiat  makes  your  heartSseat 
qtiickfio.  And  tets  you  stand  proud,  T!ie 
cal!  of  duty. 

You  can  answer  America's  need,  today, 
as  a physician  and  art  officer  m the  Air 
Fores  Reserve,  kto  rnatter  how  busy 
you  arc,  you’!!  find  tinrse  to  p^ticipate.  No 
matter  how  fui!  your  !ife  is,  you’B  find  the 
adventure  amazing. 

Return  the  cal!  to  serve  your  country,  by 
calling  hie  Reserve  office  nearest  you 
today.  We  !i  be  waiting. 


25-601-()Oll 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the 
Editor,  John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A 
cover  letter  should  identify  one  author  as  correspondent  and  should  include  his 
complete  address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  refer- 
ences, must  be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white 
bond  paper.  Allow  wide  margins  on  each  page  to  facilitate  editing.  Pages 
should  be  numbered  and  clipped  together  but  not  bound.  Along  with  the 
typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/2“ 
high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII 
format;  the  transmittal  letter  should  identify  the  format  used. 
Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author.  The  Journal 
is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property 
of  The  Journal. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as 
a condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright 
ownership  of  such  material  to  The  Journal.  No  contribution  will  be  published  un- 
less such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and 
10  for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  con- 
secutive order,  not  alphabetically.  Personal  communications  and  unpublished 
data  should  be  included  only  within  the  text.  The  following  data  should  be  typed 
on  a separate  sheet  at  the  end  of  the  paper:  names  of  all  authors,  complete  title 
of  article  cited,  name  of  journal  abbreviated  according  to  Index Medicus,  volume 
number,  first  and  last  pages,  and  year  of  publication.  Example:  Carroll  RE, 
Berman  AT:  Glomus  tumous  of  the  hand.  J Bone  Joint  Surg  54:691-703,  1972. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author's  name,  the  figure  number,  and  the  word 
"top,''  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
7aWes  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  The  Journal  permission  to  reproduce 
them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the 
correspondent  author  before  publication. 
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TMA  members  can  save 
money  on  their  workers' 
compensation  insurance 
premium  costs  with  the 
Dodson  Plan! 


Endorsed  by  Tennessee  Medical  Association 
in  1978,  the  Dodson  Plan  has  paid  TMA 
members  dividends  12  out  of  16  years! 


Because  dividends  depend  in  part  on  claim  costs 
and  related  expenses,  they  can't  be  guaranteed. 
However,  when  all  Tennessee  medical  professionals 
using  the  Plan  promote  employee  safety  and  keep 
claim  costs  low,  your  chances  of  receiving  a dividend 
improve. 

In  addition  to  yearly  dividend  opportunities, 
you  will  receive: 

Personalized  Service.  Our  home  office 
and  field  staffs  are  experienced  and 
professional.  They  work  closely  with 
you,  addressing  your  questions  and 
concerns. 

Loss  Control  Assistance.  Field  represent- 
atives are  available  to  suggest  programs 
that  could  help  reduce  the  severity  and 
frequency  of  workplace  accidents. 

Flexible  Premium  Payment  Plan.  The  Plan 
is  designed  to  give  you  flexibility  in  paying 
your  insurance  premiums  with  interest- 
free  installments! 


Dodson  Group  insured  its  first  customer 
in  1900!  Today,  we're  putting  that 
experience  to  work  for  you  with 
progressive  insurance  programs  and 
exceptional  service! 

TMA  members  can  receive  a free 
no-obligation  premium  quote  . . . 
just  call  or  FAX  Dodson  today! 

CALL:  1-800-825-9489 
FAX:  1-800-825-9367 


:ui  DODSON  GROUP  • 9201  State  Line  Road  • Kansas  City,  MO  64114 


Than  The  Times 


State  Volunteer  Mutual  Insurance  Company 

For  more  information, 
contact  Randy  Meador  or  Mike  Bone 
PO.  Box  1065 
Brentwood,  TN  37024-1065 
l-(800)  342-2239  or  (615)  377-1999 


In  the  midst  of  these  uncertain  times 
and  the  changing  face  of  the  health 
care  system.  State  Volunteer  Mutual 
Insurance  Company  is  remaining  the 
same  - providing  your  best  option  for 
medical  malpractice  insurance. 

• Physician-owned  and  operated 

• One  of  the  top  ten  largest  malpractice 
insurance  companies,  ranked  by 
number  of  policyholders 

• Dividends  totaling  $116  million,  paid 
annually  for  13  consecutive  years 

• Loss  prevention  seminars  with  10 
percent  discount 

• Free  "Tail"  coverage  for  death, 
disability  and  retirement  with 
no  restrictions 

• Prior  Acts  (Nose)  coverage 

• $25,000  legal  defense  coverage 
against  investigations  of: 

- Medicare/Medicaid  abuse 

- COBRA  violations 

- PRO  violations  at  the 
sanction  level 


Physician  Insurers  Association  of  America 
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Health  sciences  librarys 

UNIVERSITY  OF  .IVI^RYLANQ 
BALTIMORE 


TENNESSEE  MEDICAL  ASSOCIATION 
161st  Annual  Meeting 
April  11-14,  1996 
Hyatt  Regency  Hotel — Knoxville 


Introducing  MAG  Mutual. 


Providing  Innovative  Medical 
Professional  Liability  Coverage  For: 


• Physicians  & Surgeons 

• Hospitals 

• Managed  Care  Organizations 


MAG  Mutual  Advantages: 

• Policyholder  Owned 

• Aggressive  Claims  Management 
Over  80%  “vuin"  record  in  trials 

• MAG  Mutual  Insurance  Agency 
Meeting  your  additional  insurance  needs 


• Rated  “A-  Excellent”  by  A.M.  Best  Company 

• Proactive  Risk  Management  Services 
Consultation  and  seminars  to  help  avoid  potential  loss! 

• Direct  Relationship/Local  Presence 

You  work  directly  with  local  MAG  Mutual  specialists 


D800-282A882 

El  MAG  Mutual  Insurance  Company 


You  Don’t  Just  Own  The  Policy,  You  Own  The  Company 
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Don’t  be  Late... 


On  July  1, 1996 

all  members  of  tlie  Tennessee  Medical  Association  who  treat  Medicare  patients  and 
submit  Medicare  Part  B claims  electronically  as  well  as  receive  Electronic 
Remittance  Notices  (ERNs)  must  comply  with  the  Health  Care  Financing 
Administration  (HCFA)-mandated  migration. 


After  July  1,  1996 


all  Medicare  claims  submitted  electronically  must  be  in  the  National  Standard 
Format  (NSF)  or  American  National  Standards  Institute  (ANSI)  837  fonnat  and  all 
ERNs  must  be  received  in  either  the  NSF  or  ANSI  835  fonnats. 


To  meet  the  July  1, 1996  deadline 

contact  our  Electronic  Data  Interchange  (EDI)  Support  Group,  your  billing  service, 
or  your  software  vendor  immediately. 


Cigna.  Healthcare 
MEDICARE  Administration 

CIGNA  Medicare  EDI  Support  Group 
615.782.4505 

for  a very  important  date. 
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Use  and  Misuse  of  the  AM  A Guides 

In  Assessing  Impairment 

DAVID  W.  GAW,  M.D.  and  TREY  EMERSON,  M.D. 


The  State  of  Tennessee  recommends  using  the 
AMA  Guides  to  the  Evaluation  of  Permanent  Im- 
pairment (The  Guides)  in  determining  impairments 
associated  with  workers’  compensation  injuries  or 
illnesses.  The  purpose  of  The  Guides  is  to  provide 
both  a framework  and  a protocol  for  physicians  in- 
volved in  estimating  impairment.  The  Guides  set 
forth  a single,  consolidated  set  of  standards  whereby 
physicians  may  collect,  describe,  and  analyze  infor- 
mation that  may  be  used  in  the  future  to  decide 
matters  of  disability.  Using  the  methods  as  outlined 
in  The  Guides,  physicians  evaluating  the  same  pa- 
tient should  reach  similar  conclusions.  Many  im- 
pairment evaluations  today  are  done  inconsistently 
by  physicians  who  do  not  use  a standard  protocol  or 
follow  The  Guides  to  measure  and  report  their  find- 
ings. The  correctness  of  such  reports  and  conclu- 
sions may  be  questioned  when  comparing  it  with 
The  Guides’  tables,  and  the  disability  process  may 
be  ill-served. 

As  physicians,  our  job  is  simply  to  determine 
medical  impairment.  Other  entities  such  as  judges, 
boards,  etc.  then  use  this  impairment  rating  (among 
other  things)  to  make  monetary  and  other  awards. 
When  these  nonmedical  people  are  presented  with 
conflicting  reports  and  opinions,  they  often  have 
difficulty  deciding  which  report  to  believe.  One  of 


Reprint  reque.sts  to  395  Wallace  Road.  Suite  104,  Bldg.  B,  Na.shville, 
TN  37211-4881  (Dr.  Gaw). 


the  purposes  of  The  Guides  is  to  lead  to  consistent 
results  when  various  physicians  evaluate  similar  ill- 
nesses and  impairments. 

It  is  not  unusual  today  to  have  three  or  four  phy- 
sicians giving  differing  reports  on  evaluation  of  im- 
pairment on  the  same  patient.  In  reviewing  a recent 
chart  for  an  IME  for  carpal  tunnel  surgery,  it  was 
found  that  the  impairments  ranged  from  0 to  20% 
of  the  extremity.  All  the  physicians,  however,  stated 
in  their  reports  that  their  rating  was  “per  the  AMA 
Guidelines.”  This  example  certainly  reflects  either  a 
lack  of  knowledge  of  The  Guides  or  an  inability  to 
interpret  them  properly.  Correct  and  effective  use  of 
The  Guides  requires  gathering  medical  information 
and  integrating  it  with  results  of  a current  medieal 
evaluation.  The  complete  history,  including  results 
of  tests,  treatments,  response  to  treatments,  and  past 
medical  history,  is  needed  to  document  an  impair- 
ment. The  Guides’  chapters  on  each  organ  system 
contain  descriptions  of  ways  to  evaluate  a particular 
body  part,  function,  or  system.  Also,  the  chapters 
contain  tables  relating  to  the  evaluation  protocol. 
Two  physicians  examining  the  same  patient  and  fol- 
lowing the  protocols  and  tables  should  reach  similar 
conclusions  regarding  impairment.  This  stands  in 
stark  contrast  to  impairment  evaluations  that  may  be 
based  instead  on  “experience,”  “feelings,”  or  personal 
prejudices.  The  Guides  is  fairly  clear  in  its  instruc- 
tions in  estimating  impairment.  In  the  above  example 
on  carpal  tunnel  syndrome,  it  gives  a clear  example 
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of  an  individual  postoperative  from  carpal  tunnel 
surgery  with  the  resulting  impairment  rating. 

To  better  assist  those  who  will  make  the  disabil- 
ity determination,  physicians  need  to  convey  the 
impact  of  the  impairment  on  the  person’s  activities 
of  daily  living  by  answering  important  questions. 
What  can  this  individual  do?  Are  restrictions  or  ac- 
commodations needed  for  occupation  and  other  ac- 
tivities? Has  the  condition  stabilized  and  is  it  un- 
likely to  change  with  further  treatment?  Forms  are 
available  in  The  Guides  that  can  be  used  in  reports 
on  impairment  to  answer  the  above  questions  and 
other  vital  analyses  of  findings. 

Physicians  often  will  find  no  permanent  impair- 
ment, yet  will  place  permanent  restrictions  on  func- 
tion. The  definition  of  impairment  is  the  “loss  of, 
loss  of  use  of  a body  part  or  function. ”'T3>5)  There- 
fore, it  would  appear  that  by  definition  an  indi- 
vidual with  restriction  of  function  must  have  some 
form  of  impairment. 

Many  physicians  have  never  taken  the  time  or 
effort  to  understand  how  to  use  The  Guides  prop- 
erly. This  lack  of  knowledge  may  subsequently  pro- 
duce an  attitude  that  “they  are  just  guides  and  not  to 
be  followed,  if  one  chooses  otherwise.”  The  inevi- 
table results  in  such  instances  are  impairment  evalu- 
ations that  are  neither  fair  nor  consistent  for  the  pa- 
tient, and  usually  not  based  on  good  medical  facts. 
In  some  instances  there  can  be  minor  differences  in 
interpretation  of  The  Guides,  but  even  these  cases 
will  be  greatly  minimized  when  the  evaluators  learn 
with  experience.  The  “need”  for  multiple  evalua- 
tions, with  huge  commitments  of  both  time  and 
money,  would  no  longer  be  required  if  the  evalua- 
tors properly  understood,  interpreted,  and  followed 
the  protocol  outlined  in  The  Guides.  The  common 
practice  of  the  “defense  doctors”  and  “plaintiff  doc- 
tors” giving  widely  varying  impairments  would  be 
greatly  decreased  by  the  fair  and  equitable  use  of 


The  Guides.  Judges  and  other  administrative  agen- 
cies then  would  not  have  to  “choose”  which  reports 
to  “believe”  in  making  their  decisions.  Like  most 
things  in  medicine,  the  skills  and  competency  of  im- 
pairment evaluations  are  determined  by  the  interest, 
knowledge,  experience,  fairness,  honesty,  and  pur- 
suit of  excellence  of  the  one  doing  the  evaluation. 

Physicians  may  be  abdicating  their  responsibility 
by  referring  the  patient  to  physical  therapy  for  a 
functional  capacity  evaluation,  which  is  used  en- 
tirely to  assess  impairment.  These  evaluations  are 
not  usually  performed  under  the  supervision  of  the 
physician,  relying  completely  on  the  experience, 
skill,  competence,  and  understanding  of  the  assess- 
ment processes  of  the  therapist  doing  the  evaluation. 
It  must  be  remembered  that  a functional  capacity 
evaluation  is  performed  in  a structured  environment 
and  “does  not  necessarily  reflect  what  the  indi- 
vidual should  be  able  to  do,  but  rather  what  the 
individual  can  do  or  is  willing  to  do  at  a given 
time.”hP^*^^^ 

It  must  always  be  remembered  that  many  factors 
other  than  an  injury  or  illness  affect  functional  ca- 
pacity. The  Guides  states  that  “a  great  need  exists 
for  a valid,  accurate,  reliable,  and  relevant  instru- 
ment for  the  functional  capacity  assessment,  one 
that  is  based  on  the  full  range  of  abilities  and  activi- 
ties of  normal  persons. xherg  js  no  accepted 
standard,  method,  or  protocol  for  evaluating  func- 
tional capacity,  but  this  must  depend  on  medical  ex- 
perience, knowledge,  and  skills,  and  include  both 
the  “art  and  science”  of  medicine.  Physicians  alone 
can  determine  and  assess  impairment,  and  we  must 
not  abdicate  this  responsibility  to  others.  Patients, 
employers,  and  anyone  involved  in  the  disability 
evaluation  process  deserve  this  commitment  to  a con- 
sistent and  high-quality  impairment  evaluation.  □ 

REFERENCES 
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HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review 
Committee  assists  doctors  who  are  suffering  from  the  disease  of  chemical 
dependence,  or  mental  or  emotional  illness,  or  both,  including  certain  be- 
haviors problematic  for  physicians.  The  thrust  of  the  program  is  rehabilita- 
tive, not  punitive.  The  Committee  is  composed  of  physicians  who  have 
special  expertise  in  these  areas,  some  from  personal  experience.  Effective 
treatment  for  these  illnesses  is  achieved  most  easily  when  the  disease  or 
illness  is  detected  early.  The  Committee  urges  family,  friends,  and  associ- 
ates to  avoid  misguided  sympathy  which  enables  a physician’s  impaired 
condition  to  deteriorate. 

Call  the  TMF  Impaired  Physician  Program  at  (615)  893-7755  in 
Murfreesboro.  Telephone  message  service  available  around  the  clock. 
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Ten-Year  Summary  of  Human 
Immunodeficiency  Virus  Serology 

In  West  Tennessee 

MARY  F.  HALL,  M.T.;  DAVID  L SMALLEY,  Ph.D.;  and  MICHAEL  V.  STEVENS,  Ph.D. 


ABSTRACT 

Since  the  isolation  of  human  immunodeficiency 
virus  (HIV),  numerous  laboratory  tests  have 
been  developed  to  confirm  the  immunologic  re- 
sponse to  the  virus.  In  1991,  the  state  of  Ten- 
nessee mandated  that  clinical  laboratories  per- 
forming Western  blot  analyses  for  HIV  report 
all  new  cases  of  confirmed  HIV  infection.  This 
report  is  a summary  of  HIV  confirmed  cases 
evaluated  by  this  facility  from  1985  until  July 
1,  1995.  During  each  year,  the  laboratory 
screens  approximately  20,000  persons  for  HIV 
and  all  positive  screens  are  confirmed  by  an 
FDA-approved  Western  blot.  During  the  period 
described,  the  laboratory  has  confirmed  HIV 
serologic  positivity  in  4,096  individuals,  princi- 
pally from  Shelby  County  and  surrounding 
Tennessee  counties.  Although  these  data  are 
not  complete,  they  clearly  indicate  that  we  have 
a continuing  problem  with  this  infectious  dis- 
ease. Based  on  the  current  rate  of  positive  cases 
seen  thus  far  in  1995,  this  facility  may  confirm 
nearly  900  new  cases  of  HIV  infection  in  this 
year  alone. 


Introduction 

Since  the  isolation  of  the  human  immunodefi- 
ciency virus  (HIV),  numerous  laboratory  tests  have 
been  developed  to  confirm  the  immunologic  re- 
sponse to  the  virus  and  many  epidemiologic  studies 
have  assessed  the  occurrence  of  HIV  in  various 
populations.'’^  In  1991,  the  state  of  Tennessee  man- 
dated that  clinical  laboratories  performing  Western 
blot  analyses  report  all  new  cases  of  blot-confirmed 
HIV  to  the  Health  Department.^  Since  that  time,  all 
the  laboratories  across  the  state  have  established  a 
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reporting  mechanism  so  that  the  Tennessee  Health 
Departments  receive  these  data  on  a weekly  or 
monthly  basis.  However,  the  epidemiology  data  lag 
behind  the  reporting  of  data  to  the  Health  Depart- 
ment because  of  logistics  and  attempts  by  the 
Health  Department  to  follow  up  these  cases  before 
reporting  them  in  their  statistics.  Included  in  this 
report  is  a summary  of  confirmed  cases  of  HIV  in- 
fection evaluated  by  this  facility  from  1985  until 
July  1,  1995. 

Methods 

The  laboratory  began  performing  Western  blots 
for  HIV  in  1985  using  the  original  method  recom- 
mended by  the  Centers  for  Disease  Control,**  subse- 
quently evaluated  a new  manufacturer-prepared 
strip, ^ and  then  routinely  used  these  FDA-approved 
strips  upon  release.  During  each  year,  the  labora- 
tory screens  approximately  20,000  persons  for  HIV 
and  all  positive  screens  are  confirmed  by  an  FDA- 
approved  Western  blot.  The  overall  positive  rate  for 
HIV  screens  has  been  2%  since  the  screening 
method  used  incorporated  a recombinant  peptide  for 
HIV  serotype  1 (Abbott  Laboratories,  Abbott  Park, 
IL).  During  the  period  from  1985  until  July  1,  1995, 
the  laboratory  has  confirmed  HIV  serologic  positiv- 
ity in  4,096  individuals,  principally  from  the  Shelby 
County  and  surrounding  Tennessee  counties. 

Results 

The  distribution  of  the  positive  cases  is  shown  in 
Fig.  1.  These  data  include  seven  cases  tested  retro- 
spectively in  1985  that  had  become  positive  some- 
time in  a previous  year. 

Although  the  Health  Department  has  reported 
that  the  total  number  of  HIV-infected  individuals  is 
2,095  for  this  area  of  the  state,  we  have  seen  ap- 
proximately twice  that  number.  Fig.  2 shows  the 
distribution  of  men,  women,  teens,  children,  and  in- 
fants that  have  shown  positive  Western  blots.  Of 
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Years  Reported 


Figure  1.  Distribution  of  HIV  palfents^confirmed  by  Western  blot  in 
this  facility  over  the  past  ten  years. 

special  interest  is  that  of  teenagers,  which  we  had 
the  first  case  detected  in  1988  and  subsequently 
have  identified  47  cases  through  this  period.  An- 
other note  of  interest  has  been  the  monitoring  of 
271  infants  born  to  HIV-infected  mothers.  Among 
these  individuals,  follow-up  of  laboratory  data  has 
been  available  on  136,  of  which  71  (52%)  have 
eventually  seroconverted  to  a negative  blot,  con- 
firming that  they  had  not  become  infected. 

Discussion 

Although  these  data  are  not  complete,  they 
clearly  indicate  that  we  have  a continuing  problem 
with  this  infectious  disease.  Based  on  the  current 
rate  of  positive  cases  seen  in  1995,  this  facility  may 
confirm  nearly  900  new  cases  of  HIV  in  this  year 
alone.  Some  time  ago  there  was  hope  that  educa- 
tional efforts  were  having  an  impact  on  this  disease; 
however,  based  on  the  substantial  numbers  seen  in 
the  past  several  years  in  this  area  alone,  the  impact 
appears  to  be  minimal. 

Among  the  4,096  patients  with  confirmed  HIV 
infections,  61.6%  have  been  men  and  11.6%  have 
been  women  (Fig.  2).  Based  on  the  national  statis- 
tics made  available  through  the  Centers  for  Disease 
Control,  the  rate  of  positivity  among  the  female 
population  is  increasing  substantially,  and  it  is  also 
evident  in  this  area  of  the  state.  In  addition,  among 
the  475  women  who  have  been  shown  to  be  HIV 
infected,  271  births  have  occurred.  This  may  be  in- 


terpreted as  indicating  that  nearly  60%  of  these 
women  have  had  babies  after  having  been  infected 
with  HIV.  Although  the  national  statistics  suggest 
that  only  30%  of  the  babies  born  to  HIV-infected 
mothers  become  infected  themselves,  the  follow-up 
on  these  children  to  verify  that  the  serologic  evi- 
dence of  infection  was  originally  from  the  mother 
and  not  from  the  infant  costs  a significant  amount 
of  money  and  effort. 

Summary 

In  summary,  this  report  clearly  shows  that  HIV  is 
showing  a major  increase  and  that  the  epidemiology 
lags  behind  due  to  the  logistics  problems  in  follow- 
up on  these  cases.  It  also  indicates  an  increase  in 
the  numbers  of  infected  women,  and  that  much 
more  effort  is  needed  to  educate  the  public  about 
HIV.  The  Centers  for  Disease  Control  has  recently 
recommended  screening  all  prenatal  women  for 
HIV.  Based  on  the  lack  of  compliance  for  testing 
for  hepatitis  B surface  antigen  in  these  patients  and 
the  lack  of  prenatal  screening  in  many  patients,  the 
success  of  HIV  screening  may  be  limited.  □ 
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introduction 

There  is  strong  evidence  linking  morbidity  and 
mortality  after  severe  head  trauma  with  the  incidence 
of  either  raised  intracranial  pressure  (ICP)  or  hypo- 
tension.' The  management  of  posttraumatic  increased 
ICP  is  often  problematic  because  many  of  the 
pharmacologic  agents  commonly  used  to  lower  ICP 
can  cause  hypotension.  Hypertonic  saline  solutions 
have  been  studied  extensively  in  hemorrhagic  shock 
models,  primarily  in  animals^  and  also  in  some  clinical 
trials.^  Despite  laboratory  studies  in  animals  having 
demonstrated  that  hypertonic  saline  solutions  have  ben- 
eficial effects  on  ICP,'*  there  is  only  one  case  report  in 
the  literature  of  its  use  specifically  for  the  treatment  of 
resistant  intracranial  hypertension  in  humans  secondary 
to  traumatic  cerebral  edema.^  We  describe  the  use  of  a 
7.5%  hypertonic  saline  solution  in  a patient  with  a trau- 
matic brain  injury  and  elevated  ICP. 

Case  Report 

A 28-year-old  unrestrained  driver  was  found  unconscious 
at  the  scene  of  a motor  vehicle  crash.  He  was  transported  by 
air  to  the  Presley  Regional  Trauma  Center  endotracheally 
intubated,  and  arrived  in  the  trauma  resuscitation  room  unre- 
sponsive and  with  a blood  pressure  of  150/90  mm  Hg.  Physi- 
cal examination  showed  significant  facial  swelling,  no  eye 
opening  to  painful  stimuli,  and  4-mm  pupils  that  were  slug- 
gishly reactive.  He  had  symmetrical  abnormal  flexor  postur- 
ing to  noxious  stimuli.  He  was  stabilized  using  standardized 
protocols,  and  then  taken  for  CT  scanning  of  the  head  which 
showed  moderate  bifrontal  contusions  and  some  subarachnoid 
hemorrhage  along  the  falx.  Other  injuries  included  a left  man- 
dible fracture,  multiple  facial  fractures,  a left  pulmonary  con- 
tusion, fracture  of  the  left  radius  and  ulna,  and  a right  lower 
extremity  laceration.  Glasgow  Coma  Scale  upon  admission 
was  5.  The  patient  was  taken  to  the  trauma  intensive  care  unit 
for  observation,  where  he  had  an  oximetric  pulmonary  artery 
catheter  and  a Camino  subarachnoid  ICP  monitor  (Camino 
Laboratories,  Inc.,  San  Diego,  CA)  placed.  The  initial  ICP 
after  placement  of  the  monitor  was  60  mm  Hg.  The  patient’s 
head  was  in  neutral  position  and  elevated  at  30  degrees.  He 
was  given  37.5  gm  of  mannitol  and  4,0  mg  of  morphine  intra- 
venously, and  was  hyperventilated.  After  approximately  30 


From  the  Departments  of  Neurosurgery  (Drs.  Einhaus,  Watridge,  and 
Ms.  Lowery)  and  Surgery  (Drs.  Croce  and  Fabian),  University  of  Tennes- 
see, Memphis. 


minutes  the  patient’s  ICP  decreased  to  16  mm  Hg.  Over  the 
next  seven  hours  ICP  remained  at  less  than  18  mm  Hg,  but  it 
then  began  to  increase  slowly  up  to  a maximum  of  30  mm 
Hg.  The  patient  was  given  10  mg  of  vecuronium,  which  did 
not  improve  the  ICP.  The  serum  sodium  at  this  time  was  137 
mEq/L,  serum  osmolarity  286  mOsm,  hematocrit  38.5%,  and 
arterial  PCO  22  mm  Hg.  After  informed  consent  for  the  use  of 
hypertonic  saline  solution  was  obtained  from  the  patient’s 
relatives,  1.5  cc/kg  (130  cc)  of  7.5%  saline  solution  was  ad- 
ministered as  a bolus  through  a central  vein.  Measurements  of 
ICP,  cardiac  output  (CO),  mean  arterial  pressure  (MAP),  cen- 
tral venous  pressure  (CVP),  pulmonary  capillary  wedge  pres- 
sure (PCWP),  left  ventricular  stroke  work  index  (LVSWI), 
and  cerebral  perfusion  pressure  (CPP)  were  taken  at  baseline, 
15  minutes,  30  minutes,  one  hour,  two  hours,  four  hours,  and 
12  hours  post-bolus  injection.  Serum  electrolytes  and  osmo- 
larity were  repeated  at  one  hour,  four  hours,  and  eight  hours 
post-injection.  Data  obtained  are  summarized  in  Table  1.  The 
patient  received  the  hypertonic  saline  approximately  12  hours 
after  his  admission,  and  eight  hours  after  his  last  osmotic  di- 
uretic therapy. 

The  ICP  at  the  time  of  administration  of  the  hypertonic 
saline  was  26  mm  Hg.  After  15  minutes,  it  had  decreased  to 
12  mm  Hg  and  no  further  problems  with  elevated  ICP  were 
noted  until  approximately  20  hours  after  he  received  the  hy- 
pertonic saline.  The  CPP  rose  from  a baseline  value  of  88  mm 
Hg  to  103  mm  Hg  after  injection  of  the  hypertonic  saline. 
LVSWI  transiently  increased  after  injection  but  returned  to 
baseline  by  one  hour.  Heart  rate,  MAP,  PCWP,  and  CVP  were 
not  significantly  affected  by  the  hypertonic  saline  bolus. 
Urine  output  was  approximately  120  cc/hr  post-bolus  injec- 

TABLE  1 

HEMODYNAMIC  AND  ELECTROLYTE  CHANGES  AFTER 
HYPERTONIC  SALINE 


Post-Bolus  Injection 


Baseline 

15  min 

30  min 

1 hr 

4 hr 

12  hr 

ICP  (mm  Hg) 

26 

12 

15 

20 

11 

1 

CPP  (mm  Hg) 

92 

103 

104 

104 

110 

109 

CO  (Umin) 

3.9 

7.7 

4.8 

4.2 

5.9 

7.6 

LVSWI 

31.2 

31.6 

38.6 

31.5 

42.3 

63.2 

MAP  (mm  Hg) 

118 

115 

119 

124 

121 

110 

Heart  rate  (BPM) 

99 

116 

107 

100 

115 

140 

PCWP 

10 

12 

16 

10 

10 

15 

CVP  (mm  Hg) 

13 

12 

15 

15 

9 

15 

Serum  Na-r  (mEq/L) 

137 

— 

— 

137 

144 

140 

Serum  K-r  (mEq/L) 

3.7 

— 

— 

3.4 

4.1 

3.8 
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tion  the  first  four  hours  and  the  urine  output  at  12  hours  was 
approximately  1,000  cc.  The  serum  sodium  at  one  hour  was 
unchanged  at  137  mEq/L.  Four  hours  post-bolus  injection  it 
increased  to  144  mEq/L  and  was  140  mEq/L  at  eight  hours. 
Serum  potassium  at  one  hour  had  changed  from  3.7  to  3.4 
mEq/L,  and  at  four  and  eight  hours  post-bolus  injection  was 
4.1  and  3.8  mEq/L,  respectively.  The  hematocrit  was  not 
affected. 

The  patient  died  of  multisystem  organ  failure  six  days  af- 
ter admission. 

Discussion 

A number  of  treatments,  both  physiologic  and  phar- 
macologic, are  available  for  the  management  of  el- 
evated ICP  after  traumatic  brain  injury.  Physiologic 
measures  include  head  elevation;  controlled  hyperven- 
tilation; attention  to  airway  pressure,  blood  pressure, 
noxious  stimuli,  body  temperature,  and  seizures;  cere- 
bral spinal  fluid  removal;  and  removal  of  focal  lesions 
in  selective  cases.  Hyperventilation  to  a PCO^  of  25  to 
30  mm  Hg  can  be  very  effective  in  lowering  ICP  via 
cerebral  vasoconstriction,  but  its  effects  have  been 
shown  to  last  for  only  approximately  24  hours  when 
hypercapnia  is  prolonged.'’  Diuretics  (mannitol  in  com- 
bination with  furosemide)  and  barbiturates  are  fre- 
quently used  pharmacologic  agents  to  lower  ICP.  Their 
usage,  however,  is  often  limited  by  the  hypotension 
that  they  can  induce,  and  they  are  contraindicated  in 
the  presence  of  hypovolemia  or  hypotension. 

Potential  beneficial  properties  of  hypertonic  salt  so- 
lutions have  been  demonstrated  through  the  resuscita- 
tion of  hemorrhagic  and  burn  shock  both  in  the  labora- 
tory as  well  as  clinically.'^’’  Of  particular  interest  was 
the  discovery  of  the  beneficial  effects  that  hypertonic 
saline  solutions  have  on  the  injured  brain.  For  ex- 
ample, in  a trauma  model  using  sheep,  hemorrhagic 
shock  was  combined  with  head  injury  induced  by  a 
cold  application  to  the  cortical  surface.  A subarach- 
noid monitor  was  used  to  continuously  monitor  ICP. 
These  investigators  found  that  ICP  during  the  shock 
period  did  not  change  significantly  and  baseline  val- 
ues were  also  similar.  Animals  resuscitated  with  lac- 
tated  Ringer’s  solution  had  greater  than  twofold  in- 
creases in  ICP,  but  animals  that  received  hypertonic 
saline  (7%)  experienced  a 50%  decrease  in  ICP  from 
baseline.  These  effects  remained  constant  over  a one- 
hour  observation  period.  Brain  water  contents  in  the 
uninjured  hemispheres  were  lower  after  hypertonic  sa- 
line resuscitation.  No  differences  were  detected  in  the 
injured  hemispheres. 

The  patient  in  this  report  was  given  a single  bolus 
of  7.5%  hypertonic  saline  in  a dosage  of  1.5  cc/kg.  The 
7.5%  hypertonic  saline  concentration  was  chosen  be- 
cause this  concentration  has  been  the  most  frequently 
studied  in  the  literature.  In  one  study  a 250-cc  bolus  of 
7.5%  sodium  chloride/dextran  solution  was  used  to  re- 
suscitate hypotensive  trauma  victims  during  transport.^ 
While  no  adverse  effects  of  hypertonic  saline  were  re- 
ported in  that  study,  a smaller  dose  was  chosen  for  this 
patient,  since  he  was  euvolemic  at  the  time  of  the  bolus. 

The  mechanism  of  action  of  hypertonic  saline’s  ef- 


fect on  the  brain  is  not  well  understood.  Dehydration  of 
areas  of  the  brain  in  which  the  blood  brain  barrier  is 
intact  is  probably  an  important  factor.  Hypertonic  sa- 
line may  act  osmotically,  pulling  water  from  the  ex- 
travascular  into  the  intravascular  space.  This  dehydrat- 
ing effect  is  reflected  in  lower  brain  water  content  in 
the  animal  models,  though  it  occurs  only  in  the  unin- 
jured hemisphere  where  the  blood  brain  barrier  is  in- 
tact.'* If  hypertonic  saline  does  act  osmotically,  the  data 
from  this  patient  would  suggest  that  with  a small  bolus 
this  effect  might  be  highly  specific  for  the  brain,  since 
no  significant  hemodynamic  changes  were  seen.  Hy- 
pertonic saline’s  mechanism  of  action  may  also  be  re- 
lated to  the  profound  effect  sodium  has  on  cell  mem- 
branes. In  rats,  resting  skeletal  muscle  transmembrane 
potentials  that  had  been  depolarized  resulting  from 
hemorrhagic  shock  were  polarized  back  to  near-normal 
values  when  a hypertonic  saline  solution  was  used  for 
resuscitation.  When  isotonic  fluids  were  used,  the  de- 
polarized transmembrane  potential  did  not  change.**  It 
is  likely  that  hypertonic  saline’s  effects  on  the  brain 
result  from  the  combination  of  several  factors. 

In  this  euvolemic  patient  with  severe  traumatic 
brain  injury,  a small  bolus  of  7.5%  hypertonic  saline 
given  in  a dosage  of  1.5  cc/kg  safely  and  effectively 
reduced  ICP  and  improved  CPP.  Of  particular  interest 
from  our  data  is  the  observation  that  the  effects  of  the 
small  bolus  of  hypertonic  saline  appeared  to  be  pro- 
longed on  the  brain  and  transient  on  hemodynamics. 
The  effect  on  ICP  in  this  patient  lasted  12  hours,  but 
the  hemodynamic  changes  in  CO  and  LVSWI  were 
very  transient,  lasting  approximately  15  to  30  minutes. 
Furthermore,  those  alterations  in  hemodynamics,  al- 
though brief,  were  actually  improvements  and  not  per- 
turbations. This  would  perhaps  suggest  that  the  brain  is 
particularly  sensitive  to  hypertonic  saline’s  mechanism 
of  action,  which  is  distinctly  different  from  diuretic 
therapy.  Also  noteworthy  is  that  the  hypertonic  saline 
did  not  cause  a significant  diuresis,  giving  it  a clear 
advantage  over  mannitol  and  furosemide  in  traumatic 
brain  injury. 

In  summary,  the  use  of  7.5%  hypertonic  saline  for 
the  treatment  of  elevated  ICP  in  traumatic  brain  injury 
may  be  an  effective  and  more  desirable  alternative  to 
conventional  pharmacologic  agents,  but  further  clinical 
investigation  is  needed.  Q 
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The  1990s  have  been  designated  the  “Decade  of  the 
Brain.”  Ninety  percent  of  what  we  know  about  the 
brain  has  been  learned  in  the  last  ten  years.' 

Due  to  these  advances  in  medical  technology,  many 
people  survive  brain  trauma  who  would  not  have  lived 
just  a few  years  ago.  Each  year  in  Tennessee,  an  esti- 
mated 6,000  people  are  admitted  to  the  hospital  suffer- 
ing from  traumatic  brain  injury  (TBI).'^  TBI  is  the  lead- 
ing killer  and  cause  of  disability  in  children  and  young 
adults.  Young  men  between  the  ages  of  15  and  24  have 
the  highest  rate  of  injury.  Motor  vehicle  crashes  cause 
one-half  of  all  brain  injuries;  falls  account  for  21%; 
assaults  and  violence,  12%;  and  sports  and  recreation, 
10%.  The  survivors  of  TBI  have  to  struggle  to  over- 
come physical,  cognitive,  and  emotional  problems  that 
significantly  alter  their  lives  and  those  of  their  families. 
Often  they  are  ineligible  for  services  available  to  other 
disability  groups. 

In  order  to  address  the  special  needs  of  survivors 
and  their  families,  the  Tennessee  General  Assembly 
established  the  Traumatic  Brain  Injury  Program  in  May 
1993.  The  legislation  authorized  the  Department  of 
Health  to  establish  the  program  and  to  designate  a TBI 
coordinator  to  oversee  its  implementation. 

The  legislation  defined  several  objectives  for  the 
TBI  program,  first  among  which  was  the  establishment 
of  an  advisory  council  to  advise  the  TBI  coordinator  in 
developing  program  policies  and  procedures.  The 
council  has  nine  members  appointed  by  the  Governor. 
Five  of  the  nine  members  must  be  survivors,  family 
members,  or  primary  care  givers.  One  member  each  is 
appointed  from  the  Departments  of  Mental  Health  and 
Mental  Retardation,  Education,  and  Human  Services. 
The  remaining  member  is  a health  care  professional 
nominated  by  the  Tennessee  Hospital  Association  who 
spends  at  least  50%  of  his  time  providing  health  care 
for  the  TBI  population. 

Other  objectives  include  the  establishment  of  a TBI 
information  clearinghouse  and  a toll-free  telephone 
number  so  that  the  public  can  easily  access  facts  about 
TBI  injuries,  treatment,  and  support  groups.  In  con- 
junction with  the  Department  of  Health’s  Bureau  of  In- 
formation Resources,  the  TBI  program  is  working  to- 
wards establishing  a TBI  registry  so  that  health  care 

From  the  Tennessee  Department  of  Health,  Nashville.  Ms.  Doster  is 
program  director  of  the  Traumatic  Brain  Injury  Program. 


providers  can  submit  data  on  people  who  have  suffered 
brain  injuries.  These  data  will  help  in  pinpointing  the 
incidence,  causes,  prognoses,  and  circumstances  of 
these  injuries. 

Tennessee’s  TBI  program  is  charged  with  imple- 
menting new  state  plans  and  services  for  TBI  survi- 
vors. The  three  staff  people  include  the  program  direc- 
tor, medical-social  worker,  and  health  educator.  The 
responsibilities  of  the  program  director  include  over- 
seeing the  development  of  a state  plan  to  establish  a 
comprehensive  system  of  services  for  families  and  sur- 
vivors of  TBI.  The  health  educator  is  responsible  for 
developing  and  implementing  various  TBI  education 
programs,  including  an  emphasis  on  injury  prevention. 
The  medical-social  worker  functions  as  a liaison  be- 
tween TBI  survivors/family  members  and  service  pro- 
viders or  other  agencies.  He  will  also  oversee  the  case 
management  pilot  project,  now  in  the  planning  stages, 
in  which  one  person  will  oversee  the  continuum  of  care 
for  a TBI  survivor  on  the  community  level. 

Appropriately,  the  General  Assembly  funded  the 
TBI  program  by  increasing  the  fines  of  four  traffic  vio- 
lations so  that  the  people  who  are  part  of  the  problem 
are  called  on  to  help  pay  for  the  solution.  A Traumatic 
Brain  Injury  Fund  has  been  established  to  hold  these 
funds.  The  program  is  authorized  to  provide  grants  to 
county  and  municipal  governments  and/or  not-for- 
profit  organizations  for  home  and  community  based 
programs  to  serve  the  needs  of  the  TBI  population.  In 
October  1995,  four  grants  were  awarded  in  the  state; 

• Two  focus  on  education  and  prevention  efforts. 
Project  SAFE  (Safety  Advice  for  Everyone)  will  be  lo- 
cated in  three  Middle  Tennessee  counties:  Bedford, 
Moore,  and  Coffee.  The  project  aims  to  increase  the 
use  of  safety  equipment  and  prevention  practices  which 
reduce  the  risk  of  TBIs.  The  Upper  Cumberland  coun- 
ties of  Clay,  Fentress,  Pickett,  and  Overton  plan  to  de- 
velop educational  programs  and  a public  awareness 
campaign.  Given  that  young  men  between  15  and  24 
years  old  have  the  highest  rate  of  injury,  prevention  is 
one  of  our  most  powerful  tools. 

• Crumley  House  Head  Injury  Rehabilitation  Pro- 
gram in  Johnson  City  will  receive  $40,000  a year  for 
three  years  to  expand  its  day  program  to  provide  recre- 

{Continued  on  page  86) 
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Vanderbilt  Morning  Report 


Epigastric  Pain  Unrelieved  by  Omeprazole 


Case  Report 

A 37-year-old  man  presented  himself  to  the  VA  evaluation 
clinic  with  a two-week  history  of  worsening  epigastric  pain. 
He  described  a constant  “aching”  pain  with  an  intermittent 
burning  sensation.  His  pain  bore  no  relationship  to  eating.  He 
had  one  episode  of  vomiting,  but  denied  hematemesis,  diar- 
rhea, melena,  or  weight  loss.  The  burning  sensation  was  exac- 
erbated by  leaning  forward,  and  was  only  slightly  ameliorated 
by  over-the-counter  antacids.  He  slept  propped  up  on  three 
pillows,  yet  awakened  periodically  with  a strange  sour  taste  in 
his  posterior  pharynx.  He  described  a similar  episode  of  epi- 
gastric pain  ten  years  earlier  that  responded  to  prescription 
medication. 

The  patient  was  evaluated  by  a physician  ten  days  prior  to 
his  presentation,  and  was  treated  with  omeprazole  20  mg/ 
day.  He  reported  no  change  in  the  character,  intensity,  or  fre- 
quency of  his  symptoms  while  taking  this  medication.  He  had 
smoked  two  to  three  packs  of  cigarettes  per  day  for  20  years, 
but  denied  recent  alcohol  intake.  He  denied  excessive  use  of 
nonsteroidal  anti-inflammatory  medications,  although  he  took 
occasional  ibuprofen.  He  had  no  other  significant  past  medi- 
cal history. 

Physical  examination  revealed  a thin  man  in  no  acute  dis- 
tress. He  was  afebrile,  and  had  a pulse  of  82/min  and  blood 
pressure  of  142/85  mm  Hg  with  no  orthostatic  changes.  Ex- 
amination of  the  head  and  neck  revealed  poor  dentition.  Car- 
diovascular and  lung  examination  were  normal.  Examination 
of  the  abdomen  revealed  normal  bowel  sounds  and  mild  epi- 
gastric tenderness  to  palpation.  There  was  no  succussion 
splash,  hepatosplenomegaly,  masses,  or  stigmata  of  chronic 
liver  disease.  Occult  blood  was  absent  in  the  stool.  Labora- 
tory values  included  WBC  count  7,300/cu  mm,  hematocrit 
43%,  MCV  93  cup-,  and  amylase  72  U/L.  An  esophageal 
endoscopic  examination  revealed  a hiatal  hernia  and  Barrett’s 
epithelium  in  the  distal  esophagus.  Biopsies  of  the  involved 
area  showed  adjacent  squamous  and  gastric  glandular  mucosa 
with  focal  metaplasia  and  acute  and  chronic  inflammation.  A 
diagnosis  of  Barrett’s  esophagus  secondary  to  gastroesoph- 
ageal reflux  was  made,  and  treatment  with  omeprazole  will  be 
continued  indefinitely. 

Discussion 

In  1950  Norman  R.  Barrett  described  the  columnar- 
lined  epithelium  of  the  esophagus  that  now  bears  his 
name.*  He  coined  the  term  “reflux  oesophagitis”  and 
believed  that  this  process  led  to  ulceration  and  stricture 
formation  in  the  esophagus.  He  also  believed  that  “pep- 
tic ulcer  of  the  esophagus,”  described  as  ulcerations 
surrounded  by  gastric  mucosa,  was  a distinct  entity  that 
occurred  in  patients  with  a shortened  esophagus  and  a 
tubular,  mediastinal  stomach.  Allison  and  Johnstone^ 
later  proposed  that  “Barrett’s  ulcers”  occur  in  a tubular 
structure  that  is  anatomically  and  functionally  the 
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esophagus.  They  suggested  the  term  “oesophagus  lined 
with  gastric  mucous  membrane,”  to  describe  the  phe- 
nomenon, and  further  wrote  that  because  “it  is  a rela- 
tively uncommon  aberration,  the  length  of  the  title  will 
be  no  great  burden.”  More  than  40  years  later,  the 
“burden”  Barrett’s  esophagus  continues  to  grow.  Al- 
though some  aspects  of  the  disease,  including  the  ana- 
tomical debate  of  the  1950s  and  its  association  with 
gastroesophageal  reflux,  have  been  resolved,  new  un- 
derstanding of  Barrett’s  esophagus  has  led  to  new 
questions  and  debates. 

Symptomatic  gastroesophageal  reflux  is  a common 
complaint,  occurring  in  up  to  7%  of  the  population.^ 
The  frequency  of  Barrett’s  esophagus  in  symptomatic 
patients  may  be  as  high  as  20%,  but  the  incidence  of 
asymptomatic  Barrett’s  esophagus  is  unknown.  The 
treatment  of  this  disease  has  focused  on  the  manage- 
ment of  gastroesophageal  reflux.  H^-receptor  antago- 
nists can  effectively  relieve  the  symptoms,  but  eso- 
phagitis is  not  consistently  healed,  nor  is  regression  of 
Barrett’s  epithelium  noted.  The  introduction  of 
omeprazole,  a gastric  proton  pump  inhibitor,  has  revo- 
lutionized the  treatment  of  erosive  esophagitis,  and 
early  studies  suggest  that  this  medication  can  lead  to 
regression  of  Barrett’s  epithelium,'*  The  implication  is 
that  the  regression  of  columnar  epithelium  may  reduce 
the  risk  of  adenocarcinoma,  the  most  important  compli- 
cation of  Barrett’s  esophagus. 

It  is  estimated  that  Barrett’s  esophagus  may  in- 
crease the  risk  for  esophageal  adenocarcinoma  by  a 
factor  of  30  to  350  times  over  that  of  the  general  popu- 
lation.^ This  risk,  along  with  the  belief  that  Barrett’s 
epithelium  progresses  from  metaplasia  to  dysplasia  to 
adenocarcinoma,  has  fueled  the  latest  debate  in  the 
story  of  Barrett’s  esophagus — endoscopic  surveillance. 
It  is  generally  accepted  that  periodic  screening  is 
needed,  but  the  type  of  screening  (endoscopy  vs  radio- 
graphic  studies)  and  the  optimal  interval  between  ex- 
aminations is  unknown.  Surgical  series  have  shown 
that  of  patients  who  come  to  esophagectomy  for  severe 
dysplasia  or  adenocarcinoma  in  Barrett’s  esophagus, 
those  who  were  under  endoscopic  surveillance  have 
earlier  stage  tumors  and  better  survival.^*’  There  are  no 
controlled  trials  demonstrating  the  efficacy  of  surveil- 
lance in  reducing  morbidity  and  mortality  of  esoph- 
ageal cancer  in  patients  with  Barrett’s  esophagus.  At 
least  two  authors  suggest  that  such  studies  are  not  fea- 
sible, as  they  would  require  2,000  to  5,000  patients  fol- 
lowed for  ten  or  more  years  to  show  a reduction  in 
cancer  mortality.^'*  Provenzale  et  aP  circumvented  the 
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numbers  problem  by  using  decision  analysis  with  a 
computer  cohort  simulation  to  determine  the  effective- 
ness and  cost-effectiveness  of  endoscopic  surveillance. 
They  concluded  that  yearly  surveillance  is  preferred  if 
only  life  expectancy  is  considered.  When  length  and 
quality  of  life  are  appraised,  then  the  interval  increases 
to  every  two  to  three  years.  When  cost  is  added  to  the 
analysis,  then  screening  every  five  years  increases  life 
expectancy  and  has  a cost-effectiveness  ratio  that  is 
similar  to  that  of  other  common  medical  practices. 

In  summary,  there  is  no  current  consensus  regarding 
appropriate  surveillance  strategy  for  patients  with 
Barrett’s  esophagus.  The  circumstances  involving  each 
individual  patient  must  be  considered,  including  age, 
other  medical  problems,  and  fitness  for  major  surgery 
(esophagectomy).  Our  patient  (age  37)  will  have  yearly 


endoscopic  surveillance  and  lifetime  anti-reflux  therapy 
until  more  definitive  answers  to  the  current  Barrett’s 
debate  are  uncovered.  □ 
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Green  Tobacco  Sickness 
(Bradycardia  in  a Young  Farmer) 


Case  Report 

A 35-year-old  otherwise  healthy  nonsmoking  farmer  pre- 
sented himself  in  mid-September  to  a local  emergency  depart- 
ment with  a six-hour  history  of  severe  weakness,  nausea, 
emesis,  abdominal  pain,  and  paresthesia  of  both  hands.  He 
reported  that  his  symptoms  began  while  picking  tobacco. 

In  the  emergency  department,  he  was  afebrile,  his  blood 
pressure  was  122/68  mm  Hg,  respirations  18/min,  and  pulse 
30/min  and  regular.  Neither  blood  pressure  nor  pulse  changed 
with  standing,  though  he  did  report  dizziness.  Examination  of 
the  skin,  head,  and  neck  was  normal  and  his  lungs  were  clear 
to  auscultation.  His  bradycardia  was  regular,  with  normal 
heart  sounds  and  without  murmur,  rub,  or  gallop.  His  abdomi- 
nal examination  was  unremarkable,  and  his  stool  was  heme 
negative.  There  was  no  lymphadenopathy,  edema,  or  club- 
bing. He  was  alert  and  well  oriented,  with  a normal  neuro- 
logic examination,  including  pin  prick  sensation  and 
strength  testing.  An  electrocardiogram  revealed  sinus  brady- 
cardia with  a pulse  of  34/min  without  other  abnormalities. 
Laboratory  findings  were  unremarkable,  including  a negative 
drug  screen. 

Due  to  his  symptomatic  bradycardia,  the  patient  was  given 
a single  dose  of  atropine  (1  mg)  at  the  outside  hospital.  Car- 
diac monitoring  showed  a transient  increase  in  pulse  rate  to 
50  to  60/mi n.  He  was  transferred  to  Vanderbilt  University 
Medical  Center  for  further  evaluation  and  treatment  with  a 
presumptive  diagnosis  of  organophosphate  exposure. 

Additional  questioning  revealed  that  the  patient  had  been 
picking  tobacco  for  two  weeks  without  problems;  he  denied 
exposure  to  or  use  of  pesticides  during  that  time.  On  the  night 
before  he  became  symptomatic,  however,  there  had  been  a 
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heavy  rain,  and  the  harvested  tobacco  was  very  wet,  saturat- 
ing his  clothing.  Further,  he  reported  a similar  episode  on  two 
previous  occasions  for  which  he  did  not  seek  medical  atten- 
tion. Each  episode  was  preceded  by  a heavy  rainfall  and  oc- 
curred in  August  or  September  as  he  was  picking  tobacco. 

The  patient  was  treated  with  bed  rest  and  observed  over- 
night; the  following  morning  his  symptoms  and  bradycardia 
had  resolved  and  he  was  discharged. 

Discussion 

This  is  a case  of  green  tobacco  sickness  (GTS),  a 
well-described,  though  underdiagnosed,  form  of  nico- 
tine toxicity  observed  in  tobacco  harvesters.  First  de- 
scribed in  1970  by  Weizenecher  and  Deal,'  the  illness 
associated  with  cropping  tobacco  has  been  recognized 
for  many  years  by  rural  health  care  workers  in  tobacco- 
producing  states.  While  it  has  not  been  associated  with 
death  or  long-term  sequelae,  GTS  causes  significant 
discomfort  and  lost  worker  productivity.  The  differen- 
tial diagnosis  of  GTS  includes  organophosphate  poi- 
soning. The  distinction  between  the  two  is  important, 
since  organophosphate  poisoning  requires  specific 
treatment  with  the  antidote  pralidoxime  chloride.  Ini- 
tial symptoms  of  GTS  include  nausea  and  vomiting, 
weakness,  headache,  and  dizziness,  and  may  progress 
to  include  chills  and  abdominal  pain.  Increased  saliva- 
tion is  uncommon,  and  patients  do  not  typically  have 
bronchorrhea  or  other  specific  cholinergic  symptoms 
suggestive  of  organophosphate  poisoning.  Rarely, 
tachycardia  or  bradycardia  occur,  and  a mild,  reversible 
neuromuscular  syndrome  has  been  reported. 
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Transdermal  nicotine  toxicity  is  the  presumed  cause 
of  GTS.  The  incidence  is  highest  in  young  people  (<30 
years)  and  handlers  of  wet,  uncured  tobacco.^  Field 
harvesters  are  much  more  likely  than  stringers  or  cured 
tobacco  handlers  to  develop  symptoms.  Studies  show 
that  smoking  is  somewhat  protective,  likely  due  to  de- 
velopment of  nicotine  tolerance.  Over  80%  of  GTS  pa- 
tients report  symptoms  while  cropping  tobacco  wet 
with  rain  or  dew,  because  nicotine  is  more  readily  ab- 
sorbed from  wet  tobacco.  The  onset  of  symptoms  is 
usually  four  to  eight  hours  after  initial  exposure,  and 
over  half  of  patients  suffer  symptoms  within  12  to  24 
hours. 

Since  most  cases  of  GTS  are  self-limited,  treatment 
is  often  not  required.  In  cases  of  severe  prostration  or 
brady-  or  tachy-arrhythmias,  hospitalization  and  sup- 
portive care  are  warranted.  Treatment  with  atropine  is 


indicated  only  for  hemodynamic  compromise. 

Prevention  of  GTS  through  education  and  protective 
clothing  is  by  far  the  best  therapy.  The  use  of  rubber 
gloves  by  handlers  of  wet  tobacco  reduces  nicotine  ab- 
sorption."* Water-resistant  suits  have  also  been  shown 
to  be  effective  in  lowering  nicotine  levels,^  as  has  wa- 
ter-resistant footwear.  □ 
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ation,  transportation,  and  respite  care  to  TBI  survivors 
and  their  families  seven  days  a week. 

• The  Mid-South  Head  Injury  Association  in 
Memphis  will  receive  $40,000  a year  for  three 
years.  The  association  proposes  to  build  affordable, 
accessible  housing  for  24  TBI  survivors  using  HUD 
Section  811  grant  funds.  If  approved,  the  HUD  budget 
for  the  structure  and  20  years  of  maintenance  will  total 
$3.1  million. 

Program  staff  are  available  to  respond  to  questions. 


make  referrals,  and  provide  education  and  prevention 
programs.  The  initial  contact  can  be  the  first  link  in  a 
chain  of  support  for  a survivor  or  family  member.  Call 
1-800-882-0611  for  more  information  on  Tennessee’s 
Traumatic  Brain  Injury  Program.  □ 
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Loss  Prevention  Case  of  the  Month 


A Young  Woman  Fainted 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A previously  healthy  19-year-old  college  student,  a 
smoker,  fainted  and  in  ten  days  she  was  dead!  On  attempting 
to  stand,  the  patient  fainted,  became  incontinent,  and  was 
brought  to  the  hospital  by  ambulance.  The  history  indicated 
that  as  she  began  to  revive,  she  complained  of  numbness  in 
her  legs  but  appeared  to  be  disoriented.  Her  blood  pressure 
was  recorded  at  160/96  mm  Hg  and  pulse  96/min.  The  com- 
plete physical  examination  as  recorded  revealed  entirely 
negative  findings,  with  the  lower  extremities  said  to  be  “nega- 
tive.” By  the  time  she  had  been  in  the  emergency  department 
(ED)  for  about  an  hour  and  a half,  she  was  alert  and  oriented. 

Within  30  minutes  of  her  admission,  the  appropriate  labo- 
ratory work  had  been  ordered,  IV  fluids  were  being  adminis- 
tered, and  blood  gases  were  reported  to  be  normal.  Shortly 
the  laboratory  reported  normal  blood  counts  and  electro- 
lytes, and  a blood  alcohol  had  been  reported  as  negative. 
About  45  minutes  into  her  ED  admission,  her  pulse  was  re- 
corded at  36  to  40/min  and  the  blood  pressure  105/38  mm 
Hg.  As  the  bradycardia  continued,  she  was  found  to  respond 
inappropriately  to  verbal  stimuli,  responding  on  one  occasion, 
“It  hurts.” 

The  record  indicated  that  the  first  “admission  note”  was 
written  about  one  hour  after  admission,  and  contained  a more 
complete  history  of  the  event  as  given  by  the  patient.  Just 
when  this  communication  with  the  patient  took  place  is  not 
recorded.  She  stated  that  she  suddenly  experienced  severe 
pain  in  both  sides  of  her  neck  and  numbness  in  both  legs. 
Then  she  lost  consciousness.  The  physical  examination  at  that 
time  revealed  her  pulse  at  56/min  and  blood  pressure  130/100 
mm  Hg.  Her  skin  below  the  knees  was  said  to  have  been  “icy 
cold,"  and  sensation  to  pin  prick  was  absent.  She  obeyed  oral 
commands,  appeared  anxious  and  frightened.  She  is  recorded 
to  have  said,  “I’m  very  tired.” 

At  this  point  (4  am),  the  ED  physician  wrote  admission 
orders  (signed  by  the  nurse)  including  seizure  precautions, 
renal  laboratory  work,  bed  rest,  and  a regular  diet.  The  IV 
was  to  be  kept  open.  The  attending  physician  was  to  be  noti- 
fied “in  the  am.”  The  working  impression  was  that  the  patient 
had  experienced  a seizure.  One  hour  after  admission  to  the 
hospital,  the  nurse  assisted  the  patient  with  the  bed  pan  and 
recorded  a “cranberry  colored,  foul-smelling  stool.”  She  had 
three  such  stools  in  the  first  hour  of  her  hospital  stay.  The 
attending  physician  was  called  and  ordered  a CBC  stat,  stool 
culture,  hemoglobin,  and  hematocrit  at  10  AM. 

The  CBC  revealed  a WBC  count  of  24,500/cu  mm  after 
the  ED  WBC  count  had  been  12,000/cu  mm.  Again  the  pa- 
tient complained  of  no  sensation  in  her  legs.  She  continued  to 
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have  the  bloody  stools.  Four  hours  after  admission,  7 AM,  she 
again  denied  having  any  sensation  below  the  knees,  and  the 
toes  on  the  right  foot  were  said  to  be  cyanotic.  The  nursing 
notes  record  that  the  patient  was  sleeping  at  10  AM. 

The  attending  physician  gave  orders  (signed  by  an  LPN) 
at  10:10  AM  for  strict  intake  and  output,  IV  fluid  challenge, 
Foley  catheter,  urinalysis,  amylase,  and  blood  culture.  At 
10:30  AM  the  nurse’s  notes  indicate  that  the  attending  physi- 
cian “visits.”  At  this  time  the  attending  physician  recorded 
that  the  patient  had  been  eating  a sandwich  when  she  felt  the 
sharp  pain  in  the  neck,  attempted  to  stand,  felt  dizzy,  vom- 
ited, and  lost  feeling  in  the  lower  extremities  below  the  knees. 
On  examination  the  blood  pressure  was  110/70  mm  Hg  and 
pulse  80/min;  there  were  decreased  bowel  sounds,  with  some 
distention  and  vague  tenderness  in  the  lower  abdomen.  There 
were  no  palpable  pulses  in  the  lower  extremities,  and  no  sen- 
sation below  the  knees  to  pin  prick.  The  attending  physician’s 
impressions  were  recorded  as  (1)  loss  of  conscious- 
ness-simple faint  with  possibility  of  seizure,  (2)  abdominal 
cramping  and  pain  on  pressure  over  the  lower  abdomen,  and 
(3)  absent  pulses — ? saddle  embolus. 

A surgeon  was  consulted,  who  believed  that  the  possibility 
of  a saddle  embolus  existed,  and  ordered  a sonogram  of  the 
abdomen.  This  revealed  a widening  of  the  aortic  root,  with 
the  suggestion  of  aortic  dissection.  An  aortogram  confirmed 
this  impression,  and  preparations  were  made  to  fly  the  patient 
to  a tertiary  care  center. 

About  13  hours  after  onset  of  this  illness,  the  patient  ar- 
rived at  the  center  and  was  taken  immediately  to  the  operat- 
ing room  for  aortic  exploration  and  grafting.  This  was  done 
requiring  the  use  of  a prosthetic  valve.  Postoperatively,  she 
developed  renal  failure,  and  full-blown  DIC  with  necrosis  of 
her  extremities  distally.  She  died  about  a week  later. 

A lawsuit  was  filed  charging  the  ED  physician  with  negli- 
gence in  failing  to  diagnose  the  patient’s  condition.  The  at- 
tending physician  was  not  made  a part  of  the  lawsuit. 

Loss  Prevention  Comments 

Where  would  the  possibility  of  aortic  dissection 
have  been  on  your  list  in  the  differential  diagnosis  of 
this  case?  In  a young  woman,  previously  healthy,  with 
the  only  risk  factor  recorded  being  that  of  smoking, 
most  of  us  would  not  have  had  this  very  high  on  our 
list  of  possibilities.  Two  physicians  were  involved  in 
this  young  woman’s  care  from  the  beginning:  the  ED 
physician,  and  the  doctor  to  whom  she  was  admitted  on 
orders  of  the  ED  physician.  Strangely  enough,  the  at- 
tending physician  was  not  a party  to  this  lawsuit.  Usu- 
ally everybody  in  sight  is  listed  by  the  plaintiff  attor- 
ney, and  one  wonders  why  this  was  the  case.  Could  it 
have  been  that  had  this  lawsuit  gone  to  trial,  the  attend- 
ing physician  was  counted  upon  by  the  plaintiff  attor- 
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ney  to  point  fingers? 

The  ED  physician  saw  this  patient  about  two  hours 
after  her  arrival  in  the  ED.  This  is  the  way  the  record 
reads.  All  notes  prior  to  that  time  were  generated  by  the 
nursing  staff  in  the  ED.  But  when  she  was  seen  for  the 
first  examination  by  the  ED  physician,  the  skin  of  the 
legs  was  said  to  be  “icy  cold,”  and  there  was  no  sensa- 
tion to  pin  prick  bilaterally  below  the  knees.  Additional 
history  was  elicited  that  revealed  that  at  onset  she  ex- 
perienced severe  pain  in  the  neck  and  numbness  be- 
low the  knees.  The  patient  was  hypertensive  when  she 
arrived  in  the  ED,  but  became  hypotensive  and  brady- 
cardic  in  the  first  hour  of  her  stay.  This  condition  con- 
tinued for  an  hour  before  the  recorded  examination  by 
the  ED  physician.  She  was  alternately  confused  and  lucid 
during  this  time,  and  she  was  considered  to  be  in  the 
post-ictal  stage  of  a seizure,  although  she  gave  no  his- 
tory of  previous  seizures. 

There  was  no  mention  in  the  ED  record  that  the  ED 
physician  conferred  with  the  attending  physician  prior 
to  admission,  which  led  us  to  believe  that  the  ED  phy- 
sician had  authority  to  admit  patients  under  the  care  of 
the  “on  call”  physician  without  prior  consultation.  The 
orders  were  those  of  the  ED  physician  but  were  signed 
by  the  nurse.  The  order  by  the  ED  physician  that  the 
attending  physician  was  to  be  called  “in  the  AM”  is 
evidence  that  he  was  assuming  the  responsibility  for 
the  patient  post-admission  until  the  attending  physician 
came  to  see  the  patient  the  next  AM.  One  presumes  that 
under  these  circumstances  the  ED  physician  had  privi- 
leges to  work  in  the  hospital  as  well  as  in  the  ED.  We 
were  left  to  believe  that  the  ED  physician  was  assum- 
ing the  role  of  the  attending  physician  beyond  that  al- 
ready his  by  being  the  ED  physician  for  that  shift. 

The  “cranberry-colored  stools”  were  repeatedly 
mentioned  in  the  nurse’s  notes  after  admission,  and  be- 
cause of  it  the  nurses  called  the  attending  physician 
and  received  orders  for  cultures  and  sensitivity,  renal 
studies,  and  follow-up  on  the  blood  counts.  At  least 
seven  bloody  stools  were  noted,  along  with  abdominal 
cramping  and  pain.  On  at  least  three  occasions,  the 
nurses  mentioned  the  loss  of  sensation  in  the  legs.  One 
wonders  how  much  of  this  story  was  related  to  the  at- 
tending physician  on  the  one  occasion  that  he  was 
called. 

It  was  10:30  am  when  the  attending  physician  vis- 
ited the  patient.  He  recognized  the  critical  nature  of  the 
situation,  and  called  consultants.  After  three  more 
hours,  the  patient  was  on  her  way  to  a tertiary  center 
for  aortic  surgery. 

In  retrospect,  this  patient  had  evidence  of  vascular 
compromise  to  the  brain,  gut,  and  lower  extremities 


from  the  time  of  her  arrival  in  the  ED.  She  was  con- 
fused, somnolent  at  times,  had  pain  in  her  abdomen, 
with  bloody  diarrhea,  and  the  loss  of  sensation  and 
motor  function  in  her  legs. 

It  is  apparent  that  nobody  on  the  treatment  team 
was  too  excited  about  this  patient.  The  attending  phy- 
sician was  first  called  and  notified  of  her  admission 
two  hours  after  the  fact  and  four  hours  after  the  onset 
of  her  symptoms.  He  did  not  come  into  the  house  to 
examine  his  patient,  and  when  he  was  notified  about 
the  continuation  of  the  bloody  diarrhea  the  second  time 
he  gave  some  orders  that  were  signed  by  the  LPN. 
Shortly  thereafter,  “Dr.  (attending)  visits.” 

The  practice  of  allowing  the  direct  admission  of 
a patient  from  the  ED  by  the  ED  physician  for  an- 
other attending  physician  is  to  be  condemned.  Almost 
always,  the  presence  of  a condition  worthy  of  the 
patient’s  admission  to  the  hospital  suggests  that  the  at- 
tending physician  needs  to  begin  assuming  his  rightful 
responsibility  in  the  ED.  Otherwise,  the  ED  physician 
is  assuming  far  too  much  responsibility,  clinically, 
ethically,  and  legally.  Both  the  attending  physician  and 
the  ED  physician  should  demand  that  practices  like  this 
be  stopped  by  the  medical  executive  committee. 

In  this  case,  this  young  woman  needed  all  the  clini- 
cal expertise  and  support  she  could  get,  and  needed  it 
that  night.  She  did  not  get  it,  nor  the  diagnosis,  which, 
though  rare,  could  have  and  should  have  been  made 
hours  earlier.  That  in  the  presence  of  an  aortic  root  dis- 
section the  prognosis  was  grave  at  best  is  little  consola- 
tion when  the  system  fails  as  it  did  here.  The  large 
amount  of  money  required  to  settle  this  claim  is  only  a 
sobering  reminder  of  our  unmet  responsibilities. 

We  can  and  should  do  better!  □ 
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Or  An  Operjoioh 

THAmMAKE 

You  fEEi  AmiR 


As  an  Air  Force  Reserve  physician, 
you'll  experience  all  the  rewards  of 
providing  care.  And  then  some. 

Because  as  part  of  our  nation's  vital 
defense  team,  you'll  help  protect 
the  strength  and  pride  of  America. 

In  the  Air  Force  Reserve,  you'll  feel 
the  excitement  a change  of  pace 
brings  as  you  gain  the  prestige  of 
military  rank  and  the  privilege  of 
working  with  some  of  the  world's 
best  medical  professionals.  And, 
you  can  update  your  knowledge 
through  the  Air  Force  Reserve's 
wide  selection  of  continuing  edu- 
cational opportunities. 

With  our  new,  flexible  schedule 
programs,  it's  never  been  easier  to 
give  something  back  to  your 
country. 

The  Air  Force  Reserve.  It's  a great 
way  to  serve. 


CaU:  (800)624-5293 
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MSGT  LARRY  PORTER 
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1364  Chennault  Circle 
Dobbins  ARB,  GA  30069^904 
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Special  Item 


A Serendipitous  Peek  at  Tobacco 

ROBERT  PRESTON  HORNSBY,  M.D. 


Horace  Walpole  may  have  cooked  up  the  tale  of  the 
“Three  Princes  of  Serendip.”  But  finding  something 
one  is  not  really  looking  for  has  a certain  ethical  ap- 
peal. Suspect  always  is  he  who  sees  only  that  which  is 
sought,  and  is  blind  to  all  other — and  perhaps  more 
valid — “truths.” 

Called  to  evaluate  a comatose  patient  in  shock  and 
on  life  support  in  the  intensive  care  unit,  I had  from  his 
wife  the  history  most  useful.  This  professional  man,  a 
lifetime  alcoholic  with  hepatic  cirrhosis  and  borderline 
function,  had  nonetheless  functioned  in  his  profession 
daily  and  was  much-loved  in  his  hometown.  His 
trouble  started  when  the  family  doc  gave  him  an  intra- 
muscular arm  injection  of  penicillin.  Almost  immedi- 
ately he  was  lifeless  on  the  floor  and  promptly  was 
rushed  to  the  hospital.  In  Tennessee,  most  of  us  are 
“rushed”  to  the  hospital.  Probably  elsewhere  as  well.  In 
this  case,  it  was  appropriate  to  rush.  Skipping  to  the 
patient-centered  end  of  tale,  he  did  recover. 

But  what  to  do  with  the  “allergy”  workup  of  a near- 
corpse in  the  ICU,  dependent  upon  life  support?  My 
“mission”  was  to  learn  the  known  proximate  cause  of 
his  collapse.  That  I never  did.  The  radioallergosorbent 
tests  (RASTs)  on  serum  for  penicillin  were  negative. 
We  could  not  invoke  anaphylactic  hypersensitivity  to 
the  active  drug  injected.  No  procaine  moiety  was  in- 
jected. Perhaps  the  collapse  was  vaso-vagal;  perhaps 
there  had  been  sudden  dysrhythmia.  We  never  learned. 

But  I had  serum.  And  the  wife  had  shared  another 
bit  of  datum:  the  patient  was  a heavy  chain-smoker.  I 
am  reminded  of  the  good  old  barbershop  song:  “Have 
Done,  Have  Done  With  Rum,  By  Gum,”  as  sung  by  a 
famous  quartet  whose  lead  is  a Tennessee  surgeon. 
Recall  the  last  verse?  “We  don’t  use  tobacco,  because 
we  do  think  . . . that  the  people  who  use  it  are  likely  to 
drink!”  How  true. 

And  I had  more:  a shocked  patient  with  limited 
reticulo-endothelial  blood-filtering,  “antigen-antibody 
complex-removing”  function,  if  you  will.  If  ever  there 
were  to  be  a chance  to  look  for  circulating  complexes 
representing  tobacco  antigens  and  IgG  antibody  re- 
sponses, this  could  be  done,  even  in  a simple  allergy 
office,  by  the  Ouchterlony  agar  gel  diffusion  technique. 

My  office  bank  of  frozen  control  sera  contained 
many  age/sex/race-matched  controls,  smokers  and  non- 
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smokers,  drinkers  and  nondrinkers.  I also  had  aqueous 
extracts  of  both  tobacco  and  tobacco  smoke.  I set  up 
the  petrie  dish  gel  patterns,  and  waited  for  the  wispy 
little  arcs  to  develop  overnight.  Would  there  be  an  arc 
of  true  specificity?  Would  there  be  an  arc  of  identity 
between  the  tobacco  and  the  smoke  extract  wells  (as 
diffused  against  patient  sera)?  Answer  to  both:  a re- 
sounding yes\  I began  to  have  the  “a-hah”  feeling.  This 
is  always  dangerous  in  one’s  benchwork,  however 
well-intended.  Better  look  for  wiser,  older  “experts.” 

As  it  happened.  Dr.  Jack  Pepys  (London,  Brompton 
Hospital,  Institute  of  Diseases  of  the  Chest)  had  just 
spoken  in  the  United  States  at  the  annual  meeting  of 
the  American  Academy  of  Allergy.  Part  of  his  thrust 
had  to  do  with  industrial  hypersensitivity  lung  disease 
cropping  up  in  Proctor  & Gamble  employees  who  con- 
tacted lyophilized  Bacillus  enzymes  (planned  for  addi- 
tion to  “Tide”  wash  powders.  Do  we  all  recall  the  abor- 
tive attempt  marketed  as  “Tide-XK”?). 

Sounds  as  though  I have  just  jumped  the  track.  But 
stay  with  me.  I sent  to  Dr.  Pepys  the  aqueous  extracts 
of  burley  tobacco  and  of  tobacco  smoke;  I sent  him  the 
frozen  serum  of  my  patient.  He  set  to  work,  and  re- 
ported back  in  a few  weeks:  yes,  his  own,  as  my,  ex- 
tracts contained  a high  concentration  of  a large  antigen, 
against  which  my  patient’s  immune  system  had  raised 
IgG  circulating  antibodies  in  high  titre.  The  antigen 
was  a “sugar-acid,”  teichoic  acid,  a bacterial  cell-wall 
structural  moiety,  and  not  from  tobacco  plant  itself. 
Obviously,  smoking  tobaccos  have  bacterial  admixture. 
But  which,  how  much,  and  so  forth. 

I sought  next,  with  might  and  main,  to  consult  ex- 
perts in  this  area  but  found  none.  Calling  on  Dr. 
Maurice  Le  Chevalier  at  Rutgers,  I made  sure  I could 
dependably  culture  in  my  office  for  even  the  thermo- 
philes,  and  then  set  up  all  manner  of  aerobic  cultures 
for  bacteria  and  fungi.  Only  one  genus  emerged  and 
this  was:  Bacillus  spp.  Confirmation  was  via  Ft.  Sand- 
ers Presbyterian  Hospital,  courtesy  of  Dr.  Bruce 
Bellomy.  Now  we  knew.  Bacillus  is  regularly  present 
in  smokinq  and  other  consumer  tobacco  products  (I 
had  cultured  snuff,  chewing  tobacco,  cigar,  pipe,  and 
cigarette  tobaccos). 

So  how  does  it  get  there?  And  what  is  the  signifi- 
cance for  human  health?  More  questions  will  appear 
here  than  will  have  valid  answers,  I fear.  But  let  us  look 
at  the  teleology  of  north  temperate  zone  tobacco  coun- 
try, and  the  known  cycle  of  Bacillus  in  the  same  areas. 
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What  organisms  are  selected  by  Mother  Nature  to 
colonize  the  digestive  tract  of  grazing  animals,  such  as 
to  furnish  needed  digestive  enzymes  to  the  quadriped? 
And  what  organism  is  in  the  termite  gut  to  permit  di- 
gestion of  woody  cellulose  and  lignin?  Well,  the  intel- 
ligent guess  by  now  you  know:  Bacillus.  It  blesses  ter- 
mite, beavers,  goat,  deer,  rabbit,  horse,  bovines,  and 
you-name-it.  Bacillus  enzymes  will  digest  almost  any- 
thing, plastics  perhaps  excepted.  They  are  even  used  in 
septic  tank  and  drainfield  “cleanout.”  Look  at  the  can 
of  “Dr.  Drain”  at  the  co-op.  Write  to  the  company  and 
leam  the  analysis.  I did.  It  consisted  of  fungal  and  Bacil- 
lus spp.  enzymes  when  I last  looked  (a  long  time  ago). 

Country  boys  know  best  how  to  dissolve  buggy 
residues  from  the  windshields:  corncob  and  Coke. 
But,  lacking  this,  tobacco  juice  does  very  well;  and  so 
does  a wet  cigarette  butt.  Bacillus  enzymology  at  work 
here,  too! 

And  what  about  oral  tissue  damage  in  dippers, 
chewers,  and  smokers?  Is  this  the  bacillus  effect?  And 
if  Bacillus  spores  and  enzymes  are  very  heat-stable  and 
freeze-stable,  how  ever  would  we  be  able  to  denature 
and/or  avoid  them?  Tobacco  is  grown  where  manures 
for  eons  have  lain  dormant.  The  live  tobacco  plant  is 
not  harmed;  but  I wager  that  the  cut  tobacco,  hanging 
in  the  shed,  probably  needs  Bacillus  as  much  as  any- 
thing just  to  “cure  out.”  The  scent  of  a working  tobacco 
bam  is  not  that  different  from  that  of  a goat  bam,  or  a 
bluff  where  deer  shelter  out  of  the  wind  and  rain:  our 
so-called  Tennessee  “rock  house”  shallow  cave.  Pun- 
gent, just  like  the  good  old  “twist”  hurley  tobacco  our 
rural  relatives  produced  and  which  for  generations  fur- 
nished the  Christmas  money  for  farm  folk.  It  still  does. 

Now  who  would  guess  as  to  how  easy  it  might  be  to 
persuade  tobacco  states  such  as  Kentucky,  Georgia,  the 
Carolinas,  Alabama,  and  Tennessee  to  wish  to  take  a 


hard  look  at  this  “bacillus  angle”?  I trained  at  Duke. 
Duke  has  not  looked.  Has  anyone?  Who  wants  to  jeop- 
ardize the  economy  of  a tobacco  state?  Who  wants  to 
be  the  “Grinch  who  stole  Christmas”?  i.e.,  from  rural 
folk  throughout  the  state  whose  money  crop  is  tobacco. 
Not  an  easy  decision  here. 

But,  bit  by  bit,  feebly  and  dimly,  we  docs  can 
muddle  through,  I think.  We  can  talk  to  health  educa- 
tors. We  can  talk  to  senators  and  congressmen.  We  can 
explain  copies  of  this  and  related  easy-to-read  articles 
to  newspaper  editors  and  to  ecology-minded  ministers. 
There  are  ways.  And  we  can  do  other  odd  things. 

I recall  the  Boy  Scout  troop  campfire  where  I qui- 
etly managed  to  provide  an  example  along  with  the 
precept.  Our  lads  had  begun  to  ape  the  sports  figures 
vis-a-vis  “smokeless  tobacco.”  Hip  pockets  bulged 
with  the  tell-tale  round  can  shapes.  Who  could  blame 
them?  The  majority  of  adult  scout  leaders  seemed  to 
chew,  smoke,  or  dip.  Well,  I confess:  I tried  to  run 
counter  to  the  herd.  I set  about  to  make  a point  non- 
verbally, if  possible.  I found  a cherry  log  with  termites 
in  its  rotten  center  and  stuck  one  end  in  the  campfire. 
With  a spoon  I waited  at  the  other  end.  As  the  fire’s 
heat  steamed  up  the  one  end  of  my  log,  termites  has- 
tened away  and  out  my  end,  to  fall  into  the  spoon.  I 
quietly  ate  them.  Voices  began  to  soften,  then  hush, 
then  awed  gasps  were  heard.  I was  asked:  what,  why, 
how  in  rapid  order,  and  I answered.  Better  the  nice 
clean  termite  than  the  fairly  newly  recycled  horse 
apple  or  cowpie-source  of  Bacillus  in  their  very  own 
snuff!  □ 
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The  Doctors  Advisory  Network 

You  make  the  call.  We  make  the  connection. 


Free  referrals.  A free  phone  call.  What 
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a choice  of  top-line,  managed  care 
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Do  You  Have  One? 

Every  doctor  has  at  least  one,  and  if  you’re  particularly  hapless,  more  than  one. 
You  know  who  they  are.  They  are  the  patients  with  the  minor  physical  ailments  that 
they  magnify  into  a constant  irritant  to  themselves — and  to  you.  They  are  the  patients 
who  want  second  opinions  for  head  colds,  or  who  insist  on  having  every  test  possible, 
even  though  you  have  assured  them — based  on  your  education,  knowledge,  experi- 
ence, and  expertise — that  they  are  worrying  unduly.  Your  goal  is  to  relieve  their  suf- 
fering; their  goal  is  to  suffer  despite  your  best  efforts. 

So  what  do  you  do?  How  do  you  deal  with  a troublesome  patient?  You  could  blame 
it  on  the  full  moon.  You  could  just  accept  it  as  your  due,  knowing  that  all  your  col- 
leagues at  some  point  in  their  careers  will  be  faced  with  the  same  dilemma.  Or  you 
could  simply  dismiss  the  difficult  patient  at  the  outset  and  save  yourself  and  your  staff 
months,  or  even  years,  of  aggravation. 

Probably  what  you  will  do,  however,  is  treat  the  patient  as  thoroughly,  competently,  and  compassionately  as 
you  can,  exploring  all  your  medical  options  to  obtain  the  relief  the  patient  desires.  What  happens,  though,  once 
your  options  are  exhausted  and  you  believe  the  patient  has  received  the  best  possible  care,  and  he  still  claims  to  be 
experiencing  his  original  problems?  Then  your  decision  does  not  necessarily  involve  the  patient’s  ailments. 

As  physicians  we  should  remember  that  we  too  are  human.  We  experience  delights  and  frustrations,  triumphs 
and  disappointments.  We  are  gratified  when  the  fruits  of  our  labors  result  in  better  health  for  our  patients,  and  we 
are  discouraged  by  the  inability  to  achieve  the  desired  results.  We  are  not  Superdocs\  We  are  not  able  to  heal  every 
patient  by  the  laying  on  of  hands,  or  even  by  conventional  remedies.  There  are  patients  who  we  cannot  help,  not 
because  their  physical  ailments  are  beyond  our  level  of  expertise,  but  because  no  amount  of  ministering  can 
eradicate  their  ailments,  whether  real  or  perceived. 

You  are  a good  doctor!  You  have  worked  hard  to  build  your  practice,  and  now  it  is  booming.  In  the  course  of  a 
normal  day  you  will  see  many  patients,  so  that  when  you  get  the  call  from  your  troublesome  patient  yet  again,  you 
have  already  put  in  a full  day.  At  this  point,  it  may  be  tempting  to  become  complacent,  and  respond  like  a frazzled 
parent  willing  to  acquiesce  to  anything  in  order  to  silence  his  whining  child.  Your  first  inclination  might  be  to  give 
the  patient  what  he  wants,  whether  it  is  medication  or  more  of  your  time.  But  stop  and  think.  Some  of  the  same 
principles  apply  to  both  good  parents  and  good  doctors. 

Perhaps,  though,  the  most  effective  and  kindest  thing  we  can  do  for  these  patients  is  to  simply  let  them  go.  It  is 
never  an  easy  task  to  dismiss  a patient,  but  we  need  to  look  at  the  long  term.  Are  we  really  doing  such  patients,  or 
ourselves,  a favor  by  continuing  to  treat  them?  Once  the  decision  is  made,  suggest  to  them  in  a kind,  but  firm, 
manner  that  we  have  exhausted  our  options,  and  they  should  seek  alternative  treatment.  Be  prepared  to  be  met  with 
a variety  of  responses,  from  tears  to  anger.  Be  prepared  also  to  stand  behind  your  decision. 

You  may  remember  the  old  adage  that  says,  “Ten  percent  of  the  people  give  us  ninety  percent  of  the  problems.” 
When  you  have  reached  a point  with  a patient  that  the  mere  mention  of  his  name  makes  your  teeth  clinch,  you 
realize  that  it  is  time  to  move  on.  Once  you  are  satisfied  that  you  have  done  your  best,  don’t  feel  guilty  about  your 
decision.  After  all,  we  are  not  morally,  ethically,  or  legally  obligated  to  solve  all  problems  for  all  patients. 


Robert  E.  Bowers 
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The  Doctor’s  Obligation 

Throughout  his  medical  school  and  residency 
days  every  student  has  inculcated  in  him  by  word 
and  precept  that  his  primary  obligation  is  to  his  pa- 
tient, and  that  he  must  do  everything  in  his  power 
to  ensure  that  individual’s  welfare.  In  fact,  in  most 
instances  that  obligation  has  already  been  assumed 
by  the  student  even  before  the  decision  is  made  to 
enter  the  study  of  medicine.  Furthermore,  both  the 
Hippocratic  Oath  and  the  statutes  granting  the  privi- 
lege of  practicing  the  profession  require  it.  In  short, 
both  medical  ethics  and  the  law  leave  no  doubt  as 
to  where  the  doctor’s  allegiance  must  lie. 

The  currently  prevailing  business  climate  that 
casts  a pall  over  medical  practice  these  days  and 
threatens  to  destroy  professionalism  has  introduced 
gray  areas  into  the  doctor-patient  relationship,  and 
the  press  of  time  and  economics  are  seducing  the 


doctor  into  compromising  his  medical  judgment. 
Overwhelmed  by  paperwork  and  underpayment,  the 
doctor  may  yield  to  the  temptation  to  shave  off  a 
little  time  here  and  effort  there,  with  the  thought 
that  so  little  can’t  really  hurt  anything.  It  is  a sort  of 
creeping  paralysis  in  health  care. 

I have  used  the  paper  by  David  Gaw,  M.D.,  and 
Trey  Emerson,  M.D.,  concerning  the  use  of  the 
AMA  Guides  to  the  Evaluation  of  Permanent  Im- 
pairment (hereinafter  called  The  Guides)  as  the 
number  one  lead  article  in  this  issue  of  the  Journal 
because  it  points  up  some  of  the  difficulties  inher- 
ent in  our  present  system  in  adhering  to  principle. 
As  Drs.  Gaw  and  Emerson  explain,  the  careful  fol- 
lowing of  The  Guides  is  neither  difficult  nor  trivial, 
and  yet  for  the  reasons  I have  mentioned  its  neglect 
is  highly  prevalent  in  the  profession,  frequently 
with  serious  and  often  expensive  consequences.  Fol- 
lowing these  guides  to  the  letter  is  not  just  another 
niggling  bureaucratic  nuisance,  but  a necessity  for 
ensuring  in  so  far  as  possible  your  patient’s  welfare. 
Cavalier  disregard  of  that  carefully  crafted  protocol 
is  at  best  negligent  of  that  welfare,  and  at  worst 
professional  malfeasance. 

Having  leveled  that  accusation,  however,  which 
Drs.  Gaw  and  Emerson  were  careful  not  to  do  so 
bluntly,  but  only  to  imply,  I will  soften  the  blow  by 
saying  that  I am  persuaded  that  with  rare  exceptions 
our  colleagues  are  not  guilty  of  willful  neglect,  but 
only  thoughtlessness,  and  ignorance  of  the  likely 
consequences.  The  authors  have  carefully  explained 
the  serious  implications  that  such  inattention  to  de- 
tail can  have  for  your  patient,  and  the  wasted  time 
and  effort  required  of  our  colleagues  who  may  see 
the  patient  subsequently. 

Whether  or  not  you  ever  have  reason  to  use  The 
Guides,  you  could  do  worse  than  to  examine  the 
injunctions  of  Drs.  Gaw  and  Emerson.  On  the  other 
hand,  if  determination  of  impairment  from  what- 
ever cause  ever  falls  to  you,  do  not  under  any  cir- 
cumstances ignore  their  paper.  Don’t  even  just 
skim  it.  Read  it  over  carefully  and  thoughtfully.  If 
you  are  required  to  evaluate  a patient  for  impair- 
ment, follow  The  Guides  to  the  letter.  By  doing  so 
you  will  have  done  your  best  for  your  patient,  and 
saved  many  other  individuals  a lot  of  unnecessary 
time,  effort,  and  expense,  and  possibly  grief,  as 
well.  Putting  it  into  practice  may  even  give  you  the 
lagniappe  of  a good  feeling  for  a job  well  done. 

There  are  few  things  in  life  that  have  no  gray 
areas.  The  doctor’s  obligation  to  his  patient  is  one 
of  them.  Looking  for  such  gray  areas  is  an  unethical 
copout. 

J.B.T. 
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Housekeeping  Matters 

As  you  are  likely  aware,  a study  is  being  con- 
ducted by  the  TMA  Board  to  consider  ways  to 
make  the  Association  more  responsive  to  the  needs 
and  wants  of  the  membership.  A part  of  that  study, 
to  which  I have  alluded  previously,  involves  the 
Journal.  The  recently  conducted  membership  sur- 
vey has  indicated  that  the  membership  firmly  be- 
lieves that  the  Journal  is  a necessary  member  ser- 
vice, but  as  might  be  expected  there  is  considerable 
diversity  as  to  just  what  it  should  be  or  do.  A vari- 
ety of  suggestions  have  been  proffered,  some  of 
them,  in  the  opinion  of  the  task  force  assigned  to 
study  the  Journal’s  future,  both  good  and  workable. 
Some  others,  though  good,  are  for  a variety  of  rea- 
sons, more  often  than  not  fiscal,  unworkable.  Be- 
cause I keep  getting  comments  about  certain  aspects 
of  content  and  publication  over  which  I have  no 
control,  and  which  in  most  cases  no  one  else  has, 
either.  I’ll  mention  them  again. 

The  most  frequent  complaint  I get  is  that  the 
Journal  has  become  so  skinny.  One  reader  sug- 
gested that  now  that  I will  soon  be  retiring  from 
practice,  perhaps  I can  spend  more  time  on  the 
magazine  so  that  it  can  get  fatter.  (He  apparently 
equates  quality  with  quantity.  What  he  really  said 
was  “improving  the  Journal.  It’s  gotten  pretty 
skinny.’’)  Indeed.  The  problem  doesn’t  lie,  however, 
in  the  amount  of  time  I have  to  spend  with  the 
Journal,  or  with  the  amount  of  material  submitted 
for  publication — or  even  with  its  quality.  There  ac- 
tually is  a sufficiency  of  all  three.  There  is  a for- 
mula that  determines  how  much  material  we  can 
publish,  a formula  that  is  rather  standard  throughout 
the  industry.  It  relates  to  the  expense  of  publication. 
The  break-even  income/expense  formula  is  one 
page  of  advertising  to  two  pages  of  editorial  con- 
tent, assuming  a $15  subscription  from  the  mem- 
bers. We  could  improve  our  situation  by  making  the 
subscription  more  expensive,  but  that  might  prove 
impolitic,  as  to  be  significant  the  increase  would 
have  to  be  substantial. 

For  years,  maybe  since  time  immemorial  for  all  I 
know,  medical  journal  publication  has  been — or 
rather  was  until  lately — subsidized  by  the  drug 
houses  and  appliance  makers.  No  more.  The  mar- 
keting people,  who  have  now  been  given  charge 
over  such  things,  have  with  characteristic  short- 
sightedness and  lack  of  wisdom  decided  that  con- 
tinuing medical  education  is  not  a prudent  expendi- 
ture, and  have  assigned  an  even  lower  priority  to 
medical  journals.  It  is  not  only  the  state  journals 
that  are  suffering,  either.  Publications  on  the  level 


of,  and  in  fact  including,  JAMA  and  the  New  England 
Journal  of  Medicine,  have  also  taken  a considerable 
hit.  Specialty  journals  are  generally  better  funded 
because  their  readers  form  targeted  consumer 
groups  that  marketing  considers  useful  income  pro- 
ducers. In  general,  the  controlled  distribution  publi- 
cations (aka  “throw-aways”)  get  the  lion’s  share  of 
whatever  funds  the  marketing  people  assign  to  print 
media,  because  the  distribution  of  those  publica- 
tions is  not  the  only  thing  that  is  controlled.  They 
are  distributed  gratis  to  the  doctors  who  are  likely 
to  prescribe  the  products  being  advertised  there. 
And  the  marketing  people  do  know  who  and  where 
those  prescribers  are  (that’s  you,  doctor)  thanks  to 
the  wonderful  world  of  computers  that  spy  on  your 
every  act.  This  is  not  to  say,  of  course,  that  those 
publications  are  trash,  because  valuable  information 
can  be  gleaned  from  them.  But  their  contents  are 
not  subject  to  peer  review,  and  the  reader  needs  to 
approach  them  with  a stance  of  caveat  emptor, 
since,  disclaimers  to  the  contrary  notwithstanding, 
only  the  most  friendly  authors  are  chosen.  Those 
publications  operate  by  the  Golden  Rule;  He  who 
has  the  gold  makes  the  rules. 

Any  such  accusation  is,  of  course,  a sword  that 
cuts  both  ways.  This  avenue  of  conflict  of  interest 
has  not  been  lost  on  the  makers  of  other  rules.  As  a 
matter  of  preservation  of  the  profession,  such  regu- 
latory bodies  are  to  be  found  primarily  within  the 
house  of  medicine  itself,  though  under  the  watchful, 
not  to  say  jaundiced,  eye  of  consumer  groups  and 
some  agencies  within  government.  These  bodies  ex- 
amined the  problem  some  years  ago,  and  took  steps 
of  their  own  calculated  to  forestall  more  heavy- 
handed  governmental  regulatory  measures.  The 
AMA  Council  on  Ethical  and  Judicial  Affairs  set 
limits  on  acceptable  emoluments  receivable  by 
doctors  from  manufacturers,  and  the  Accredita- 
tion Council  on  Continuing  Medical  Education 
(ACCME)  promulgated  a code  for  publication  and 
exhibition  of  research  results  that  requires  disclo- 
sure of  any  financial  aid  received  from  manufactur- 
ers of  pharmaceuticals  or  items  used  in  the  studies. 

Those  steps  and  subsequent  similar  ones  may  not 
have  dealt  the  goose  that  laid  the  golden  egg  a mor- 
tal blow,  but  the  engendered  morbidity  could  prove 
ultimately  near-terminal.  Perhaps  understandably, 
since  it  is  made  up  of  businesses  that  depend  for 
survival  on  sales,  the  pharmaceutical  industry  has 
turned  its  marketing  over  to  professional  marketers, 
who  do  not  trouble  themselves  with  the  niceties  of 
the  professions  to  which  they  must  relate.  Pharma- 
cists and  even  the  industry’s  own  drug  representa- 
tives and  exhibitors  with  whom  I have  talked  say  no 
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one  in  top  management  ever  listens  to  anyone  but 
the  marketing  people,  whose  only  concern  is  to  in- 
crease the  volume  of  sales  from  which  they  derive 
their  commissions. 

The  situation,  then,  in  which  medical  journals, 
and  particularly  state  Journals,  which  play  to  a cos- 
mopolitan audience,  find  themselves  is  that  with 
few  exceptions  they  (we)  have  been  cut  off  from 
that  source  of  funds.  Hence  the  skinny  book. 

Jean  Wishnick,  our  capable  managing  editor,  has 
for  some  time  conducted  an  informal  campaign  lo- 
cally that  has  yielded  some  nonmedical  advertising 
that  has  helped  keep  us  afloat.  The  staff  and  Board, 
in  recognition  of  our  plight  and  the  possible  alterna- 
tive sources  of  financing,  and  bowing  to  the  inevi- 
table, have  hired  their  own  local  “ad  rep”  (Malinda 
Hersh)  to  find  us  some  advertising.  There  is  some 
to  be  had  out  there,  and  it  is  possibly  substantial.  I 
invite,  nay  urge,  you,  our  readers,  to  consider  your- 
selves informal  ad  reps,  and  if  it  will  help,  I depu- 
tize you  as  formal  ones,  to  help  us  add  weight  to 
our  puny  publication.  Else  we  stay  skinny,  and 
maybe  become  even  skinnier. 

To  put  it  bluntly  for  the  slower  of  you,  if  you 
know  of  some  business  or  other  purveyor  of  goods 
or  services  that  you  think  might  profit  from  adver- 
tising with  us,  persuade  them  to. 

J.B.T. 


Serendipity  Knocks  But  Once — 
Maybe 

With  quiet,  kind,  but  nonetheless  firm  pedagogy, 
the  late  Sam  Clark,  M.D.,  my  professor  of  Anat- 
omy, taught  me  many  things  in  school,  and  I even 
learned  a lot  of  them.  In  fact,  I still  remember  quite 
a few,  which,  considering  the  subject,  is  a fortunate 
thing  for  a pathologist.  He  taught  me  even  more 
things  later  on  when  as  a Vanderbilt  house  officer 
and  junior  faculty  member  I and  my  young  family 
were  fortunate  enough  to  have  him  as  a valued  and 
favorite  neighbor  who  always  had  time  for  the  chil- 
dren. Some  of  the  people  I know,  and  even  respect, 
might,  indeed  would,  consider  some  of  the  things  I 
learnt  from  him  frivolous,  but  I treasure  them  still. 
No  one  appreciated  a pun  more  than  he,  and  he  had 
a great  facility  for  them.  He  also  had  a great  store 
of  conundrums,  rivaled  in  my  own  limited  experi- 
ence only  by  the  late  Bennet  Cerf,  who  a long  time 
ago  wrote  a monthly  column  for  the  Saturday  Re- 


view of  Literature.  It  was  he  who  wrote  that  he  once 
spent  the  day  at  the  seashore  picking  up  rocks  and 
throwing  them  at  the  sea  gulls,  and  by  the  end  of 
the  day  he  hadn’t  left  a tern  unstoned.  I was  able  to 
brighten  one  of  Dr.  Clark’s  days  by  bringing  him 
that  one. 

One  of  Dr.  Clark’s  favorites  concerned  a piano 
tuner  named  Oppernockity,  who  after  he  had  spent 
the  day  tuning  a piano,  was  accused  by  its  owner  of 
having  botched  one  of  the  notes.  Would  he,  the 
piano’s  owner  asked,  return  and  fix  it.  “No,”  replied 
the  tuner.  “Oppernockity  tunes  but  once.” 

In  the  words  of  the  song,  “Once  you  have  found 
her,  never  let  her  go.”  This  is  particularly  true  of 
things  that  come  to  one  by  serendipity.  I find  my- 
self in  something  of  a quandary  here,  because  I had 
been  thinking  I had  stumbled  upon  the  subject  at 
hand  by  serendipity.  But  then  I got  to  wondering: 
since  as  an  editor  I am  always  keeping  an  eye  out 
for  related  topics  from  which  to  craft  an  editorial, 
the  simple  discovery  of  them  might  run  counter  to 
the  word’s  definition.  According  to  Horace 
Walpole,  who  coined  the  word  serendipity,  “no  dis- 
covery of  a thing  you  are  looking  for  comes  under 
this  description.”  Since  I am  continually  running 
across  such  things,  serendipity  would  be  knocking 
again  and  again.  On  the  other  hand,  I seldom  have 
such  things  simply  dropped  in  my  lap,  as  happened 
in  the  case  under  discussion,  and  in  fact  in  the  fairy 
tale  called  The  Three  Princes  of  Serendip,  as  their 
highnesses  traveled  they  were  always  making  dis- 
coveries, by  accidents  and  sagacity,  of  things  that 
they  were  not  in  quest  of.  Therefore,  I guess  I could 
say  I happened  on  my  subject  by  serendipity.  You 
can  decide.  And  anyway,  I digress. 

We  carry  elsewhere  in  this  issue  of  the  Journal 
two  articles  dealing  with  tobacco,  which  as  I indi- 
cated were  dropped  in  my  lap  all  at  once.  One  of 
them  is  a special  item  and  the  other  a Vanderbilt 
Morning  Report.  Before  I talk  about  their  relation- 
ship to  the  topic,  however,  I need  to  delve  a little 
into  the  history  of  cigarettes  as  carcinogens.  Don’t 
expect  this  to  be  a scholarly  review,  because  it 
isn’t,  and  it  may  not  always  be  entirely  accurate  in 
all  respects,  but  it  will  suffice  for  our  purposes  here. 

Shortly  after  the  Second  World  War  a number  of 
investigators,  most  of  them,  I think,  thoracic  sur- 
geons, began  to  suspect  that  the  preponderance  of 
lung  cancer  in  men  had  something  to  do  with  ciga- 
rette smoking,  since  at  that  time  few  women  were 
smokers,  or  at  least  had  not  been  before  the  war. 
The  smoke,  and  not  the  tobacco,  was  considered  the 
culprit,  and  the  carcinogenicity  of  smoke  due  to  the 
benzanthracene  hydrocarbons  in  the  tars  it  con- 
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tained.  This  was  confirmed  again  and  again  in  labo- 
ratory animals  and  in  the  bronchial  mucosa  of  surgi- 
cal and  autopsy  specimens  from  smokers.  It  was 
subsequently  ascribed  to  cigarette  smoke  only, 
thought  due  to  pipe  and  cigar  smokers’  lack  of  any 
significant  inhaling  of  the  smoke.  As  a carcinogen 
and  co-carcinogen  in  areas  other  than  the  lungs, 
particularly  but  not  exclusively  the  urinary  bladder, 
cigarette  smoking  was  found  to  be  unrivaled.  The 
tobacco  companies  responded  by  attempting  to  re- 
duce the  tar  content  by  filtering  it  out. 

It  soon  became  apparent  that  not  only  is  the 
cigarette  smoke  a dangerous  carcinogen,  but  that 
nicotine  from  the  tobacco  is  dangerous,  too,  in  other 
ways.  Despite  attempts  of  the  tobacco  industry  to 
do  so,  the  dangers  of  what  has  come  to  be  called 
secondhand  smoke  should  not  be  deprecated. 
Through  its  effect  on  the  autonomic  nervous  system 
nicotine  does  bad  things  to  the  cardiorespiratory 
and  digestive  systems.  Through  mostly  voluntary 
but  sometimes  statutory  means,  we  nonsmokers 
have  been  handed  progressively  more  protection 
from  its  harmful  effects. 

The  root  of  all  of  the  damage  from  tobacco  is,  in 
fact,  the  addictive  properties  of  nicotine.  That  has 
been  a very  hard  sell,  indeed.  In  October,  1949 — 46 
and  a half  years  ago — I stopped  smoking  after  ten 
years  of  a pack  a day.  My  last  occasional  cigarette 
was  perhaps  four  or  five  years  later.  Those  occa- 
sional cigarettes  were  just  that — occasional.  Though 
cigarette  smoke  makes  me  sneeze  and  my  eyes 
burn,  an  occasional  whiff  touches  me  subliminally, 
and  I realize  that  though  a first  cigarette  would  taste 
bad  and  make  me  cough,  a second  would,  even  at 
this  late  date,  have  me  hooked  all  over  again.  This 
time  it  would  be  for  life,  because  I promised  myself 
46  years  ago  that  I would  never  quit  again.  And  I 
wouldn’t.  So  much  for  the  claim  that  cigarette 
smoking  is  habituating  but  not  addicting. 

In  all  of  this  the  tobacco  industry  has  been 
dragged  along  kicking  and  screaming,  dragging  its 
feet  and  fighting  by  any  means  available  to  it.  But 
dragged  along  it  has  clearly  been,  despite  attempts 
by  its  many  aficionados  to  shield  it.  When  ciga- 
rettes began  acquiring  a bad  name,  the  tobacco  in- 
dustry looked  around  for  other  avenues  of  income 
production.  Some  of  them  were  through  diversifica- 
tion, so  that  the  major  tobacco  companies  took  to 
buying  up  food  companies  and  all  sorts  of  things 
not  smoking  related.  But  they  continued  playing  to 
progressively  younger  members  of  the  upcoming 
generations,  and  to  less  sophisticated  and  knowl- 
edgeable foreign  markets.  They  also  began  touting 
“smokeless  tobacco.’’  In  this  they  were  abetted  by 


sports  figures,  who,  because  they  were  unable  to 
smoke  on  the  job,  had  long  been  users  of  snuff  and 
chewing  tobacco.  There  apparently  was — is — some- 
thing cool  about  a pitcher’s  eyeing  the  catcher  for 
his  sign,  and,  after  turning  his  head  and  expectorat- 
ing a stream  of  brown  saliva,  shooting  a fast  one 
over  the  plate  to  the  tune  of,  “Steeee-rike  thu-reeee! 
Yerrrr-rout!”  So  the  youth  of  the  nation  turned  sur- 
reptitiously, as  had  their  grandmothers  before  them, 
to  snuff,  and  gran’pa’s  chawn  tabaccy.  Though  the 
two  cases  cited  in  this  issue  of  the  Journal  are  in  a 
sense  oddities,  they  fuel  the  evidence  that  tobacco 
and  tobacco  products,  smokeless  or  not,  are  danger- 
ous commodities. 

To  combat  this,  the  FDA  is  trying  its  level  best 
to  have  nicotine  declared  an  addicting  drug,  which 
indeed  it  is.  But  to  do  so  would  mean  that  tobacco 
would  be  outlawed,  and  that,  as  much  as  I hate  to 
say  so,  would  be  absurd  and  also  counterproductive. 
There  are  those  who  believe  that  every  individual 
should  be  protected  by  the  federal  government  by 
regulation  or  legislation  from  every  conceivable 
eventuality.  As  the  federal  bureaucracy  proliferates, 
the  number  of  those  who  think  that  increases  apace, 
since  a vast  percentage  of  those  worthies  are  seek- 
ers after  job  protection.  Like  sheep,  most  of  the 
public  go  along  with  the  flock,  and  except  for  the 
lead  sheep,  the  view  never  changes.  The  possibility 
of  overregulation  and  the  serfdom  that  is  its  inevi- 
table consequence  never  occurs  to  them,  let  alone 
palls  on  them.  On  the  other  hand,  I do  believe  that 
gratuitous  and  profligate  depiction  of  dangerous  ac- 
tivities as  being  not  only  safe,  but  “cool”  as  well, 
should  be  reigned  in.  The  other  area  that  in  my 
view  needs  regulating  is  activity  that  is  damaging  to 
the  well-being  of  one’s  neighbor.  The  regulation  of 
cigarette  smoking  and  the  advertising  of  it  fills  the 
bill  in  both  instances. 

So  far  as  smokeless  tobacco  is  concerned, 
though,  the  only  loser  is  the  user.  The  appropriate 
way  to  reach  him  is  through  education,  not  regula- 
tion. Though  you  might  consider  Dr.  Hornsby’s  ter- 
mite lunch  not  exactly  couth.  I’ll  bet  it  was  an  ef- 
fective educational  maneuver,  don’t  you?  Or  maybe 
you  don’t.  Whatever  you  think,  we  need  to  be  as 
innovative  and  brazen  in  our  approach  as  the  pro- 
fessional marketers  are.  That  does  not  include,  I 
think,  passing  a law  or  writing  a regulation,  which 
any  fool  can  do.  They  do  it  all  the  time.  Some  even 
become  quite  good  at  it,  in  a negative  sort  of  way. 
All  the  prohibition  against  the  drinking  of  alcohol 
did  was  to  nourish  a nation  of  scofflaws.  We  do  not 
need  any  more  laws  at  which  to  scoff. 

J.B.T. 
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so  in  memericim  cs 


J.  Paul  Baird,  age  90.  Died  December  24,  1995.  Gradu- 
ate of  Tulane  University  School  of  Medicine.  Member  of 
Northwest  Tennessee  Academy  of  Medicine. 

Samuel  Newman  Doane  Jr.,  age  79.  Died  January  3, 
1996.  Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Montgomery  County  Medical  Society. 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Michael  Lee  Hoops,  M.D.,  Cleveland 
Aaron  Doss  Samuel,  M.D.,  Cleveland 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jerry  L Smith,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Matthew  Richard  Smolin,  M.D.,  Jackson 
Gilbert  Earl  Woodall  Jr.,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Maria  Clavel  Delgado  Bukiron,  M.D.,  Crossville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Mark  David  Patterson,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

W.  Scott  Bridges,  M.D.,  Knoxville 
Michael  B.  Schneider,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

William  Marvin  Hall,  M.D.,  Columbia 

NASHVILLE  ACADEMY  OF  MEDICINE 

Robert  Baum,  M.D.,  Nashville 
Malcom  E.  Baxter,  M.D.,  Nashville 
Mark  Elbert  Cooper,  M.D.,  Nashville 
Brett  W.  Darwin,  M.D.,  Goodlettsville 
John  Davis,  M.D.,  Nashville 
Cecelia  Grace  Fisher,  M.D.,  Hendersonville 
John  B.  Hagan,  M.D.,  Madison 
Edward  T.  Mikol,  M.D.,  Nashville 
George  W.  Moore,  M.D.,  Nashville 
Richard  M.  Pierson  III,  M.D.,  Nashville 
Dominic  L.  Raco,  M.D.,  Nashville 
Mark  E.  Reiber,  M.D.,  Hermitage 
Ghodrat  A.  Siami,  M.D.,  Nashville 
Glenn  Seth  Stein  (Student),  Nashville 
Lowell  Michael  Wiese,  M.D.,  Brentwood 


ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Leon  Henry  Cochran,  M.D.,  Oak  Ridge 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Mark  Richard  Doman,  M.D.,  Johnson  City 
James  E.  Masters,  M.D.,  Kingsport 
Barbara  Richardson-Cox,  M.D.,  Kingsport 

WARREN  COUNTY  MEDICAL  SOCIETY 

Randal  Don  Rampp,  M.D.,  McMinnville 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Bernard  L.  Burgess  Jr.,  M.D.,  Franklin 


per/onol  new/ 


Barton  Matthew  Clements,  M.D.,  Livingston,  has  been 
elected  a Fellow  of  the  American  College  of  Surgeons. 

Phillip  Langsdon,  M.D.,  Germantown,  has  been  appointed 
by  Gov.  Don  Sundquist  to  serve  as  the  physician  represen- 
tative on  the  Tennessee  Health  Facilities  Commission. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  De- 
cember, 1995.  This  list,  supplied  by  the  AMA,  does 
not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing 
medical  education,  including  20  hours  of  Category 
1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1; 
for  the  three-year  award,  physicians  report  150 
hours  of  CME,  60  of  which  are  Category  1.  Each 
application  for  the  PRA  must  also  verify  participa- 
tion in  Category  2 CME  activities. 

James  E.  Barham,  M.D.,  Morristown 
Freddie  T.  Barron,  M.D.,  Knoxville 
George  D.  Copeland,  M.D.,  Memphis 
Thomas  R.  Duncan,  M.D.,  Columbia 
Thomas  C.  Farrar,  M.D.,  Germantown 
Blaise  E.  Ferraraccio,  M.D.,  Clarksville 
David  Kickliter,  M.D.,  Newport 
William  A.  Loy,  M.D.,  Oak  Ridge 
Alexander  C.  McLeod,  M.D.,  Nashville 
James  B.  Millis,  M.D.,  Nashville 
Charles  S.  Mitchell,  M.D.,  Oak  Ridge 
Kenneth  J.  Phelps,  M.D.,  Lewisburg 
Howard  H.  Rosenblum,  M.D.,  Nashville 
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onnouncemenl/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

April  14-17  American  College  of  Surgeons — New  York 

April  14-18  American  Society  for  Pharmacology  and  Ex- 

perimental Therapeutics — Washington,  D.C. 
April  15-17  American  Society  for  Laser  Medicine  and 
Surgery — Contemporary,  Orlando 
April  19-21  American  Society  of  Abdominal  Surgeons — 
New  Orleans 

April  19-21  American  Society  of  Addiction  Medicine — 
Marriott  Marquis,  Atlanta 

April  20-25  American  Society  of  Clinical  Pathologists — 
Sheraton,  Boston 

April  24-27  American  Association  for  Suicidology — 
Hyatt,  St.  Louis 

April  25-28  American  College  of  Physicians — San  Francisco 
April  26-27  Virginia  Society  of  Otolaryngology-Head 
and  Neck  Surgery — The  Homestead  Resort, 
Hot  Springs,  Va. 

April  26-28  1996  Pediatric  Update  for  the  Primary  Care  Phy- 

sician (sponsored  by  Ochsner  Medical  Foun- 
dation)— Westin  Canal  Place,  New  Orleans 
April  26-May  3 American  Occupational  Health  Confer- 
ence— San  Antonio  Convention  Center 
April  28-May  2 American  College  of  Obstetricians  and  Gy- 
necologists— Denver 

April  28-May  1 American  Association  for  Thoracic  Sur- 
gery— Hyatt  Convention  Center,  San  Diego 
April  29-May  5 American  Association  of  Clinical  Endocri- 
nologists— Seattle 

May  1-5  Society  for  Biological  Psychiatry — Sheraton, 

New  York 

May  1-5  Undersea  and  Hyperbaric  Medical  Society — 

Hilton,  Anchorage 

May  1-5  American  Psychoanalytic  Association — 

Beverly  Hilton,  Los  Angeles 

May  2-4  Society  of  General  Internal  Medicine — 

Grand  Hyatt,  Washington,  D.C. 

May  2-5  American  Geriatrics  Society — Hilton,  Chicago 

May  2-5  International  College  of  Surgeons — JW 

Marriott,  Washington,  D.C. 

May  2-5  American  Fracture  Association — Four  Sea- 

sons, Philadelphia 

May  2-5  American  Academy  of  Psychoanalysis — 

Marriott  East  Side,  New  York 

May  28-.Iune  1 American  Association  of  Mental  Retarda- 


tion — Marriott  River  Center,  San  Antonio 

May  3-5 

American  College  of  Radiation  Oncology — 
Park  Hyatt,  Washington,  D.C. 

May  4-5 

American  Laryngological  Association — 
Hyatt  Grand  Cypress,  Orlando 

May  4-5 

American  Otological  Society — Hyatt  Grand 
Cypress,  Orlando 

May  4-6 

American  Society  for  Artificial  Internal  Or- 
gans— Hilton,  Chicago 

May  4-8 

Society  of  Cardiovascular  Anesthesiolo- 
gists— Marriott,  Salt  Lake  City 

May  4-9 

American  Urological  Association — Peabody/ 
Omni  Rosen,  Orlando 

May  4-9 

American  Psychiatric  Association — Javits 
Convention  Center,  New  York 

May  5-8 

Society  for  Academic  Emergency  Medi- 
cine— Adams  Mark,  Denver 

May  5-9 

Aerospace  Medical  Association — Hilton  and 
Towers,  Atlanta 

May  5-10 

American  Roentgen  Ray  Society — Marriott 
Marina,  San  Diego 

May  6-10 

American  Pediatric  Society — Sheraton, 
Washington,  D.C. 

May  6-10 

Ambulatory  Pediatric  Association — Shera- 
ton, Washington,  D.C. 

May  8-10 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — Orlando 

May  9-12 

American  Association  for  the  History  of 
Medicine — Hyatt,  Buffalo,  N.Y. 

May  11-15 

American  Thoracic  Society — Hilton,  New 
Orleans 

May  15-19 

American  Society  for  Dermatologic  Surgery — 
Marriott  Desert  Springs,  Palm  Desert,  Cal. 

May  15-19 

Clinical  Magnetic  Resonance  Society — 
Buena  Vista  Palace,  Disney  World/EPCOT 
Center,  Orlando 

May  18-24 

American  Industrial  Hygiene  Association — 
Washington  Convention  Ctr,  Washington,  D.C. 

May  18-24 

American  Gastroenterological  Association — 
Washington,  D.C. 

May  19-22 

American  Society  for  Gastrointestinal  Endos- 
copy— Convention  Center,  San  Francisco 

May  19-22 

American  Pediatric  Surgical  Association — 
Hyatt,  San  Diego 

May  25-30 

Society  for  Pediatric  Radiology — Westin, 
Boston 

May  29-31 

American  College  of  Sports  Medicine — Re- 
gal, Cincinnati 

STATE 

April  1 1-14 

TMA  1 6 1 St  Annual  Meeting — Hyatt  Re- 
gency Hotel,  Knoxville 

SUPPORT 

YOUR  ADVERTISERS 

Many  of  the  advertisers  in  this  Journal 
are  longstanding  patrons  of  our  monthly 
publication.  Their  products  and  services 
are  of  the  highest  quality  available. 
Don’t  take  them  for  granted.  Read  their 
advertisements  ! 


MOVING?  Send  Us  Your  Address  | 

Please  notify  us  six  weeks  in  advance.  | 

Old  Address  ' 

Name I 

Address I 

City/State/Zip | 

New  Address  I 

Address  I 

City/State/Zip | 

Effective  Date  of  New  Address | 

Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909  | 
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TMA  Alliance  Report 


TMAA  Sixty-Eighth  Annual  Meeting 


The  Medical  Alliances/Auxiliaries  of  Upper  East 
Tennessee  look  forward  to  joining  with  the  Tennessee 
Medical  Association  for  the  sixty-eighth  TMA/TMAA 
annual  meeting.  Alliance  registration  will  be  held  at  the 
Hyatt  Regency  Hotel  and  meetings  will  be  held  at  the 
historic  Knoxville  Academy  of  Medicine  Building  and 
at  Cherokee  Country  Club — with  special  events  at 
other  locations. 

TMAA  President  Lyn  Overholt  will  preside.  Her 
theme  of  “We  . . .”  will  be  in  evidence  throughout  the 
meeting. 

We  are  pleased  to  have  as  our  special  guests  AMA 
Alliance  President  Sharon  Scott  and  SMA  Auxiliary 
President  Jan  Meyer. 

AMA-ERF  Silent  Auction  items  will  be  viewed  for 


bidding  on  Thursday  at  the  Knoxville  Academy  of 
Medicine  Building  and  on  Friday  at  Cherokee  Country 
Club.  As  you  know,  each  year  the  TMAA  conducts  a 
campaign  to  raise  funds  for  AMA-ERF.  On  Saturday 
presentations  of  checks  to  medical  school  deans  will  be 
made  by  the  state  AMA-ERF  Chairman  Brenda  Seals. 

The  medical  alliances/auxiliaries  of  Upper  East 
Tennessee  have  chosen  “Mountain  Trails”  for  the 
meeting’s  theme  and  hope  that  you  will  join  your 
spouse  at  all  the  fun  events  we  have  planned. 

Please  mark  your  calendar  to  come  to  beautiful 
East  Tennessee  for  the  TMA  and  TMAA  annual 
meetings.  □ 

Gloria  Williford,  1996  Chairman 
TMAA  Annual  Meeting 


Announcing  our  New  Comprehensive  Medical  Plan 
Offered  by  CNA®. 


^ Competitive  Rates 
/ Flexible  Plan  of  Benefits 
/ Multiple  Deductible  Options 
/ Managed  Care  or  Free  Choice  Options 


With  a decade  of  serving  TMA  Members  ’ needs . . . 
The  TMA  Association  Insurance  Agency,  Inc. 

Is  standing  on  solid  ground  and  reaching  new  heights. 


CNA  is  one  of  the  largest  and  most  respected  association  insurance  carriers  with  many 
years  of  nationwide  experience  in  underwriting  group  life,  health,  and  other  group 
coverages. 


For  complete  information  and  a proposal  contact  us  today  at  1-800-347-1109. 


1089  Bailey  Avenue  • Chattanooga,  TN  37404  • 423-629-2400  • Fax  423-629-1109 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 

Full  ime  practice  positions  available 

in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis, 

Bolivar,  and  Arlington.  Salary  potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred 

specialty  in  Psychiatry,  Internal  Medicine,  or  Family  Practice  but  will  give  full  consideration  to  others. 

SEND  RESUME  OR  CONTACT 

Julia  Bratcher,  Superintendent 

Lee  Thomas,  Superintendent 

*Clover  Bottom  Developmental  Center 

*Lakeshore  Mental  Health  Institute 

275  Stewarts  Ferry  Pike 

5908  Lyons  View  Pike 

Nashville,  TN  37214 

Knoxville,  TN  37919 

Telephone:  (615)  231-5372 

Telephone:  (423)  584-1561 

FAX;  (615)  231-5396 

FAX;  (423)  450-5203 

Max  Jackson,  Superintendent 

Russell  Vatter,  Superintendent 

* Arlington  Developmental  Center 

* Moccasin  Bend  Mental  Health  Institute 

1 1293  Memphis-Arlington  Road 

1 00  Moccasin  Bend  Road 

Arlington,  TN  38002-0586 

Chattanooga,  TN  37405 

Telephone:  (901)  867-5022 

Telephone:  (423)  265-2271 

FAX:  (901)  867-5026 

FAX:  (423)  785-3333 

Stanley  Lipford,  Superintendent 

Elizabeth  Littlefield,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

* Western  Mental  Health  Institute 

Highway  64  West 

Highway  64  West 

Bolivar,  TN  38074 

Bolivar,  TN  38074 

Telephone;  (901)  658-4640 

Telephone;  (901)  658-5141 

FAX:  (901)  658-4640 

FAX:  (901)  658-2783 

Robert  Erb,  Superintendent 

Elizabeth  Banks,  Superintendent 

*Greene  Valley  Developmental  Center 

*Memphis  Mental  Health  Institute 

P.O.  Box  910 

865  Poplar  Avenue 

Greeneville,  TN  37744-0910 

Memphis,  TN  38174-0966 

Telephone:  (423)  787-6568 

Telephone:  (901)  524-1200 

FAX:  (423)  787-6574 

FAX:  (901)  543-6055 

Joe  Carobene,  Superintendent 

*Middle  TN  Mental  Health  Institute 

221  Stewarts  Ferry  Pike 

Nashville,  TN  37214 

Telephone:  (615)  902-7532 

FAX:  (615)  902-7541 

These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who  have 

developmental  disabilities  or  mental  illness. 

BENEFITS  include:  professional  liability  coverage, 

comprehensive  individual  benefits  valued  at 

an  additional  25%  to  salary,  academic  affiliations,  work  with 

an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews  and  relocation  expenses. 
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eonlinuin^  medicol 
edueolion  opperlunilie/ 


TMA  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  as  a sponsor  of  continuing  medical 
education  for  physicians.  As  an  accredited  sponsor,  TMA  is  autho- 
rized to  designate  certain  CME  activities  for  credit  in  the  AMA 
Physician 's  Recognition  Award  Program. 

TMA  is  recognized  by  ACCME  as  the  accreditor  of  institutions 
in  Tennessee  conducting  intrastate  CME  programs.  Any  organiza- 
tion conducting  such  programs  may  apply  to  TMA  for  accredita- 
tion as  a .sponsor  of  CME. 

Inquiries  regarding  application  for  accreditation  as  a sponsor 
of  CME  .should  be  made  in  writing  to:  Director  of  Continuing 
Medical  Education.  Tennessee  Medical  Association.  PO  Box 
120909.  Nashville.  TN  37212-0909. 

IMPORTANT  NOTICE 

Published  in  this  section  are  many  educational  opportunities  which  come 
to  our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


tact  Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd.,  Nash- 
ville, TN  37208,  Tel.  (615)  327-6235. 


UNIVERSITY  OF  TENNESSEE 


Continuing  Education  Schedule 


May  8-12 
June  6-7 
July  22-27 

Aug.  17-22 
Sept.  19-20 


Memphis 

Perinatal  Social  Work 
General  Surgery  Update 
Contemporary  Issues  in  Obstetrics  and  Gy- 
necology— Destin,  Fla. 

Pharamacology  of  Thermoregulation 

28th  Conference  on  the  Mother,  Fetus,  and 

Newborn 


Chattanooga 

June  26-29  Family  Medicine  Update 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of 
CME,  University  of  Tennessee,  800  Madison  Ave.,  Memphis, 
TN  38163,  Tel.  (901)  448-5547. 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA/PRA  Category  1 
credit  is  provided  for  each  hour  of  participation.  Physicians 
must  be  licensed  and  be  in  active  practice  with  evidence  of 
liability  coverage. 

Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

For  information  contact  Division  of  CME,  Vanderbilt  Uni- 
versity School  of  Medicine,  D-8211  MCN,  Nashville,  TN 
37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 

Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the 
physician’s  request  by  the  participating  department.  The  ex- 
perience includes  conferences,  ward  rounds,  audiovisual  ma- 
terials and  contact  with  patients,  residents  and  faculty. 
Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 


IN  SURROUNDING  STATES 


WASHINGTON  UNIVERSITY— MISSOURI 

May  2-3  Driving  and  the  Aging  Population 

June  21-22  10th  Annual  Frontiers  in  Endourology 
July  25-27  Clinical  Allergy  for  the  Practicing  Physician 
Sept.  6-7  3rd  Annual  Current  Topics  in  Cardiothoracic 

Anesthesia 

For  information  contact  Cathy  Sweeney,  Office  of  CME, 
Washington  University  School  of  Medicine,  Box  8063,  660  S. 
Euclid  Ave.,  St.  Louis,  MO  631 10,  Tel.  (800)  325-9862. 


CHARLOTTE-MECKLENBURG  HOSPITAL  AUTHORITY 

May  15-17  Carolinas  Medical  Center  Spring  Sympo- 
sium 1996 — Charlotte  Convention  Center, 
Charlotte,  N.C. 

June  11-15  5th  Annual  Advanced  Coronary  Interven- 
tions— Westin  Resort,  Hilton  Head,  S.C. 

For  information  contact  Mary  Anne  Cox,  CME  Coordina- 
tor, CMHA  Office  of  CME,  1366  East  Morehead  St.,  Char- 
lotte, NC  28204,  Tel.  (704)  355-3120  or  (800)  562-7314. 


OF  SPECIAL  INTEREST 


TULANE  UNIVERSITY 

May  2-4  Women's  Mental  Health-Westin  Canal  Place 

May  2-4  13th  Annual  Dermatology  Update  and  All 

That  Jazz — Hyatt  Regency  Hotel 
May  13-24  7th  Annual  Tropical  Health  Update 

For  information  contact  Tulane  Office  of  Continuing  Edu- 
cation, 1440  Canal  St.,  Suite  1611,  New  Orleans,  LA  70112, 
Tel.  (800)  588-5300. 
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PRIMARY  CARE  TENNESSEE 

Suburban  community  of  Nashville  is  seeking  IM  & FP 
physicians  for  exciting  practice  opportunities  offering  ex- 
cellent remuneration  packages. 

EMERGENCY  MEDICINE— 

TENNESSEE,  ARKANSAS  & FLORIDA 

NASHVILLE,  TN— 14,000  ED— 12-hour  shifts— $90  an 
hour.  Need  to  be  BE/BC  in  primary  care  specialty  with 
minimum  of  2,000  hours  EM  experience. 

FORREST  CITY,  AR— 14,000  volume  ED— 12  or  24 
hour  shifts — Generous  remuneration  package.  Need  to 
be  BC/BE  in  a primary  care  specialty  with  a minimum  of 
2,000  hours  EM  experience. 

All  offering  very  generous  re- 
muneration packages  and  all  of 
the  amenities  of  a Florida  life- 
style. Need  to  be  BC/BE  in  a 
primary  care  specialty  with 
minimum  of  2,000  hours  EM 
experience. 

FOR  MORE  INFORMATION  CONTACT: 

DAVE  MCLEOD 

EMERGENCY  CARE  SPECIALISTS 
1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33179 
PHONE:  800-372-2600;  FAX:  305-947-9990 


FT.  LAUDERDALE,  FL 
CLEWISTON,  FL 
BELLE  GLADE,  FL 
SEBRING,  FL 


MADISON  f 


KINGSPORT 


WeVe  Got  Tennessee  Covered! 

Whether  you  live  in  the  nation's  heart  of 
country  music,  enjoy  the  cultural  and 
recreational  pleasures  afforded  by  a major 
metropolitan  area,  or  simply  enjoy  the 
tranquility  of  the  rural  South,  we  have  an 
opportunity  that's  right  for  you. 

Our  contracted  physicians  enjoy  competitive 
compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 

If  Tennessee  is  where  you  want  to  practice, 
we  have  an  opportunity  that  suits  your 
needs.  For  more  information  about 
opportunities  with  Team  Health,  please 
call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-342-2898 

TEAM 

HEALTH 


ATHENS  .LOUDON  DICKSON  KNOXVILLE  5EWANEE 


Availability  of 
Physicians'  Directory 

The  Board  of  Medical  Examiners  is  making 
available  to  licensed  physicians  a directory  of  all 
physicians  currently  licensed  in  the  State  of 
Tennessee.  This  directory  is  an  alphabetical 
listing  and  contains  the  licensee's  last  name,  first 
name,  middle  initial,  generational  index  (Jr.,  Sr., 
etc.),  mailing  address,  and  business  phone.  When 
the  specialty  of  the  licensee  has  been  provided,  it 
is  also  included. 

The  directory  listing  will  be  accessed  from  our 
computer  files  and  will  be  periodically  updated  to 
guarantee  that  the  data  is  as  cument  as  possible. 

Cost  for  this  directory  will  be  $ 10.00.  This  will 
cover  all  costs  associated  with  handling  and 
shipping.  Please  limit  each  request  to  one  copy. 
Multiple  copies  requested  by  a single  licensee 
will  not  be  processed.  All  requests  should  be 
submitted  on  the  attached  order  form 
accompanied  by  a check  or  money  order  for 
$10.00.  Sorry,  no  c.o.d.'s.  Also,  directories  must 
be  mailed  to  a current,  complete  mailing  address; 
no  P.O.  boxes  will  be  accepted. 


06)001 -$10.00 

PHYSICIAN 

DIRECTORY  REQUEST  FORM 

LICENSE  NO. 

NAME 

LAST  FIRST  M.I. 

ADDRESS 


*****NO  P.O.  BOXES***** 

Check  or  money  order  made  payable  to: 

TENNESSEE  BOARD  OF  MEDICAL 
EXAMINERS 

Mail  fonn  accompanied  by  payment  to: 
Tennessee  Board  of  Medical  Examiners 
c/o  Darrell  Collier 
283  Plus  Park  Boulevard 
Nashville,  TN  37247-1010 


MARCH, 1996 
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PATRIOT  INVESTMENT  MANAGEMENT 


CONSERVATIVE,  PROFESSIONAL,  MONEY  MANAGEMENT 

SPECIALIZING  IN  NO-LOAD  MUTUAL  FUND  MANAGEMENT 
WITH  AN  EMPHASIS  ON  CAPITAL  PRESERVATION  AND  SUPERIOR  RISK  ADJUSTED  RETURNS. 
FEE  ONLY  REGISTERED  INVESTMENT  ADVISORS 

MONEY  MANAGEMENT  FOR  INDIVIDUALS,  401(k)’s,  and  RETIREMENT  ACCOUNTS 

MEMBER,  NAPFA 

91 1 1 Cross  Park  Drive,  Suite  D-253,  Knoxville,  TN  37923 


Phone:  (800)  539-2479 


Does  Your  Practice  Comply 
With  1996  OSHA  Regulations? 

■ OSHA  compliance  audits 

■ Effective  employee  training 

■ Annual  updates 

■ Custom  manuals 

■ Safety  guidelines 

■ Hazard  Communication/Exposure  Control 

H Ellis 

o ay  or  n Medical  Consulting 

Assessment  ^g.,  .t  506 

Free  Of  Charge!  Brentwood,  TN 

TIME  FOR  A MOVE? 

, FR  IM,  OB,  PEDS... 

Tennessee  National 

45+Cities  750+Cities 

Nashville  Memphis  Huntsville  Cincinatti 

Clarksville  Knoxville  Little  Rock  Birmingham 

Kingsport  Morristown  Louisville  St.  Louis 

Needed  in  Eastern  TN:  Ortho  (spine),  Oph,  Allergy, 
Rheum,  Psych,  Derm,  FP  and  IM 

The  Curare  Group,  Inc. 

!f5j||)  (800)880-2028  Fai  (812)  331-0659 

M-F 9:00am-8:00pm,  Sat  1-Spm  EST  #ci95mae 

PSYCHIATRISTS  NEEDED 

Psychiatrists  sought  to  join  the  South’s  fastest  growing 
temporary/part-time  mental  health  provider  pool. 

COMPETITIVE  FEES 

24-hour,  “PRN”  opportunities  available 
7 days  a week. 

Fax  or  mail  resumes  to: 

Mental  Healthcare  Management  Services,  Inc. 
P.O.  Box  2508 
Brentwood,  TN  37024-2508 
Fax:  (615)  661-4491;  Phone  (800)  572-6213 

FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting 
CVs  from  Family  Practitioners,  Internists,  and  other 
Board-eligible/Board-certified  physicians.  Guaran- 
teed salary  with  excellent  benefits  including  paid 
malpractice  insurance,  continuing  education  as- 
sistance, a retirement  program,  and  moving  ex- 
pense allowance.  Approved  loan  repayment  site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services 
Consortium,  3825  Hwy.  66  South,  Rogersville,  TN 
37857.  Phone:  (615)  272-9163.  (EOE) 

PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physi- 
cians for  four  Regional  Health  Officer  positions,  based  in 
Nashville,  Columbia,  Johnson  City,  and  Blountville.  Salary 
in  mid-80s  to  low-90s.  Applicants  must  have  an  MD  or 
DO  degree  and  post  medical  education  and  clinical  expe- 
rience in  a primary  care  specialty  totaling  at  least  three 
years.  A master’s  degree  in  public  health  may  be  substi- 
tuted for  two  years  of  experience.  Must  be  licensed  in 
Tennessee.  Further  details  available  from:  Ruth  M. 
Hagstrom,  M.D.,  Tennessee  Department  of  Health,  Ten- 
nessee Tower-1 1th  Floor,  312  8th  Ave.  N.,  Nashville,  TN 
37247-4501.  Phone  (615)  532-2431.  TDH  is  an  equal  op- 
portunity, equal  access,  affirmative  action  employer. 

Are  You  Reading 
This  Ad? 

So  are  THOUSANDS  of  others. 
Reach  over  6,500  physicians  with  a 
display  ad  in  the  JOURNAL  OF  THE 
TENNESSEE  MEDICAL  ASSOCIATION 

For  further  information  contact 
Tennessee  Medical  Association 
PO  Box  120909,  Nashville,  TN  37212-0909 

(615)  385-2100 

104 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Tffln 


The  TMA  Placement  Service  is  a public  service  designed  to  assist  physicians  seek- 
ing practice  opportunities  in  Tennessee  and  communities  seeking  new  physicians 
(fee-for-service  agency  inquiries  not  accepted).  For  information  contact  the  Place- 
ment Service  Office,  PO  Box  1 20909,  Nashville,  TN  372 1 2-0909— (61 3)  385-21 00. 


LOCATIONS  WANTED 

PHYSIATRIST — age  31,  graduate  of  State  University  of  New  York  at 
Buffalo  School  of  Medicine  in  1991 — seeks  a practice  in  Middle  Ten- 
nessee. Board  eligible — physical  medicine  and  rehabilitation.  Avail- 
able August  1996.  LW-2233 


GENERAL  SURGEON — age  50,  graduate  of  McGill  University  Medi- 
cal School  in  1968 — seeks  a practice  in  Tennessee.  Board  certified. 
Available  now.  LW-2235 


INTERNIST/FAMILY  PRACTITIONER— age  27,  graduate  of  Maulana 
Azad  Medical  College  (India)  in  1990 — seeks  a solo  or  group  practice 
or  industrial  staff  position  in  Tennessee.  Board  eligible.  Currently  in 
third  year  of  three-year  residency.  LW-2236 


PSYCHIATRIST — age  41,  graduate  of  Tulane  University  School  of 
Medicine  in  1979 — seeks  a group  practice,  institutional  or  industrial 
staff  position  in  Tennessee.  Board  eligible.  Available  now.  LW-2237 


PSYCHIATRIST — age  54,  graduate  of  University  of  Cape  Town 
(South  Africa)  in  1963 — seeks  a group  practice  or  institutional  staff 
position  in  Chattanooga.  Board  certified.  Available  now.  LW-2238 


GENERALAfASCULAR  SURGEON— age  38,  graduate  of  University 
of  Tennessee  College  of  Medicine,  Memphis  in  1985 — seeks  a solo 
or  group  practice  in  East  Tennessee.  Board  certified.  Available  now. 

LW-2239 


ANESTHESIOLOGIST — graduate  of  Universidad  Autonoma  de 
Ciudad  Juarez  School  of  Medicine  (Mexico)  in  1981 — seeks  a prac- 
tice in  Tennessee.  Board  certified.  Available  now.  LW-2240 


SURGEON/FAMILY  PRACTITIONER— age  53,  graduate  of  BJ  Medi- 
cal College,  Ahmedabad  (India)  in  1966 — seeks  a practice  in  a rural 
setting  in  Tennessee.  Available  now.  LW-2242 


PHYSICIANS  WANTED 

FAMILY  PRACTITIONER — needed  in  Nashville  to  join  an  HMO.  Must 
be  board  certified  or  board  eligible.  Needed  now.  PW-1220 


GENERAL  PRACTITIONER  or  PHYSIATRIST— needed  in  Hermitage 
in  Middle  Tennessee  to  join  a group  practice.  Must  be  board  eligible. 
Needed  now.  PW-1222 


FAMILY  PRACTITIONER — needed  in  Nashville  as  a medical  director 
for  an  ambulatory  care  center.  Board  certified  or  board  eligible  pre- 
ferred. Needed  early  1996.  PW-1223 


INTERNIST,  FAMILY  PRACTITIONER,  PEDIATRICIAN  and  OB- 

GYN — needed  in  Etowah  in  East  Tennessee  to  join  a group  practice; 
could  offer  solo  practice.  Must  be  board  eligible.  Needed  now. 

PW-1224 


PHYSICIAN — needed  in  Memphis  for  a part-time  position  with  an  in- 
stitutional staff.  Needed  now.  PW-1225 


PEDIATRICIAN — needed  in  Nashville  to  join  a group  practice.  Must 
be  board  certified  or  board  eligible.  Needed  now.  PW-1226 


PHYSICIAN  (specializing  in  occupational  or  adult  medicine) — 

needed  in  Hermitage  in  Middle  Tennessee  to  join  a group  practice. 
Must  be  board  eligible.  Needed  now.  PW-1227 


PEDIATRICIAN — needed  in  Hendersonville  in  Middle  Tennessee  to 
join  a group  practice.  Must  be  board  eligible.  Needed  June  1996. 

PW-1228 


FAMILY  PRACTITIONER — needed  in  Hendersonville  in  Middle  Ten- 
nessee to  join  a group  practice.  Must  be  board  eligible.  Needed  July 
1996.  PW-1229 


PRIMARY  CARE  PHYSICIAN,  OB-GYN  and  PEDIATRICIAN— 

needed  in  Clarksville  in  Middle  Tennessee  to  join  a multispecialty 
group.  Must  be  board  certified  or  board  eligible.  Needed  now. 

PW-1230 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  Health  Professions 
Toll-Free 
(800)  423-USAF 
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INSTRUCTIONS  FOR  AUTHORS 

Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the 
Editor,  John  B.  Thomison,  M.D.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A 
cover  letter  should  identify  one  author  as  correspondent  and  should  include  his 
complete  address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  refer- 
ences, must  be  typewritten,  double-spaced  on  8-1/2  x 11  In.  heavy-duty  white 
bond  paper.  Allow  wide  margins  on  each  page  to  facilitate  editing.  Pages 
should  be  numbered  and  clipped  together  but  not  bound.  Along  with  the 
typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/2'' 
high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII 
format:  the  transmittal  letter  should  identify  the  format  used. 
Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author.  The  Journal 
is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property 
of  The  Journal. 

Copyright — Authors  submitting  manuscripts  or  other  material  for  publication,  as 
a condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright 
ownership  of  such  material  to  The  Journal.  No  contribution  will  be  published  un- 
less such  a conveyance  is  made. 

References — References  should  be  limited  to  20  for  major  communications  and 
10  for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  con- 
secutive order,  not  alphabetically.  Personal  communications  and  unpublished 
data  should  be  included  only  within  the  text.  The  following  data  should  be  typed 
on  a separate  sheet  at  the  end  of  the  paper:  names  of  all  authors,  complete  title 
of  article  cited,  name  of  journal  abbreviated  according  to  Index Medicus,  volume 
number,  first  and  last  pages,  and  year  of  publication.  Example:  Carroll  RE, 
Berman  AT:  Glomus  tumous  of  the  hand.  J Bone  Joint  Surg  54:691-703,  1372. 
Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,"  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
7ab/es  should  be  typed  on  separate  sheets,  be  numbered,  and  have  adequately 
descriptive  titles.  Each  illustration  and  table  must  be  cited  in  numerically  con- 
secutive order  in  the  text.  The  Editor  will  determine  the  number  of  illustrations  and 
tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  The  Journal  permission  to  reproduce 
them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints — Order  blanks  with  a table  covering  costs  will  be  sent  to  the 
correspondent  author  before  publication. 
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TMA  members  can  save 
money  on  their  workers' 
compensation  insurance 
premium  costs  with  the 
Dodson  Plan! 


Endorsed  by  Tennessee  Medical  Association 
in  1978,  the  Dodson  Plan  has  paid  TMA 
members  dividends  12  out  of  16  years! 


Because  dividends  depend  in  part  on  claim  costs 
and  related  expenses,  they  can't  be  guaranteed. 
However,  when  all  Tennessee  medical  professionals 
using  the  Plan  promote  employee  safety  and  keep 
claim  costs  low,  your  chances  of  receiving  a dividend 
improve. 

In  addition  to  yearly  dividend  opportunities, 
you  will  receive: 

Personalized  Service.  Our  home  office 
and  field  staffs  are  experienced  and 
professional.  They  work  closely  with 
you,  addressing  your  questions  and 
concerns. 

Loss  Control  Assistance.  Field  represent- 
atives are  available  to  suggest  programs 
that  could  help  reduce  the  severity  and 
frequency  of  workplace  accidents. 

Flexible  Premium  Payment  Plan.  The  Plan 
is  designed  to  give  you  flexibility  in  paying 
your  insurance  premiums  with  interest- 
free  installments! 


Dodson  Group  insured  its  first  customer 
in  1900!  Today,  we're  putting  that 
experience  to  work  for  you  with 
progressive  insurance  programs  and 
exceptional  service! 

TMA  members  can  receive  a free 
no-obligation  premium  quote  . . . 
just  call  or  FAX  Dodson  today! 

CALL:  1-800-825-9489 
FAX:  1-800-825-9367 


• Kansas  City,  MO  641 1 4 


3C  DODSON  GROUP 


9201  State  Line  Road 


Than  The  Times 


State  Volunteer  Mutual  Insurance  Company 

For  more  information, 
contact  Randy  Meador 
RO.  Box  1065 
Brentwood,  TN  37024-1065 
l-(800)  342-2239  or  (615)  377-1999 


In  the  midst  of  these  uncertain  times 
and  the  changing  face  of  the  health 
care  system.  State  Volunteer  Mutual 
Insurance  Company  is  remaining  the 
same  - providing  your  best  option  for 
medical  malpractice  insurance. 

• Physician-owned  and  operated 

• One  of  the  top  ten  largest  malpractice 
insurance  companies,  ranked  by 
number  of  policyholders 

• Dividends  totaling  $116  million,  paid 
annually  for  13  consecutive  years 

• Loss  prevention  seminars  with  10 
percent  discount 

• Free  "Tail"  coverage  for  death, 
disability  and  retirement  with 
no  restrictions 

• Prior  Acts  (Nose)  coverage 

• $25,000  legal  defense  coverage 
against  investigations  of: 

- Medicare/Medicaid  abuse 

- COBRA  violations 

- PRO  violations  at  the 
sanction  level 


Physician  Insurers  Association  of  America 
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TENNESSEE  MEDICAL  ASSOCIATION 

161st  Annual  Meeting 
April  11-14,  1996 
Hyatt  Regency  Hotel — Knoxville 
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“I  have  a very  select  practice.’ 

DR.  ARTHUR  WILLIAMS,  DIRECTOR  OF  HEALTH  SERVIQ 
SOUTHSIDE  HEALTHCARE,  INC.,  ATLANTA,  GA 


Dr.  Williams  doesn’t  see  just  anyone 
Only  those  who  need  him  most. 


As  director  of  health  services  at 
Southside  Healthcare,  one  of  the 
nations  five  largest  community 
health  centers,  Dr.  Williams  over 
a team  of  health  care  professional 
that  managed  153,000  patient  vij 
last  year. 


Dr.  Williams’  career  reflects  his  com- 
mitment. He  worked  as  a pharma- 
cist, then  went  back  to  school  and 
earned  his  MD.  He  paid  for  medical 
school  by  committing  to  work  three 
years  at  a community  health  center 
Southside.  Nine  years  later,  he’s 
still  there,  still  giving. 


The  Sharing  the  Care  program 
donates  Pfizer’s  full  line  of  single- 
source pharmaceuticals  to  medically 
uninsured,  low-income  patients  of 
federally  qualified  centers  like 
Southside,  in  support  of  those  who, 
like  Dr.  Williams,  are  part  of  the  cure. 


Sharing  the  Care:  A Pharmaceuticals  Access 


Program  is  a joint  effort  of  the  National 
Governors’  Association,  the  National  Association 
of  Community  Health  Centers  and  Pfizer. 

We'yg  part  of  the  cure. 
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Thyroglossal  Duct  Cyst  Mass  With 

Hashimoto’s  Disease  and 
Non-Hodgkin 's  Lymphoma 

WALTER  C.  UDOJI,  M.D. 


Introduction 

Thyroglossal  duct  cyst  is  the  most  common  de- 
velopmental neck  cyst.^  Many  of  the  cysts  occur  in 
the  midline  or  paramedian  location  in  patients  older 
than  30  years. ^ Malignant  change  in  a thyroglossal 
duct  cyst  is  rare  and  usually  in  the  form  of  a papil- 
lary carcinoma^’"^  probably  arising  in  thyroid  tissue 
remnants  around  the  cyst.  This  case  describes  the 
occurrence  of  Hashimoto’s  disease  and  a large  cell 
non-Hodgkin’s  lymphoma  in  the  thyroid  tissue  that 
surrounds  a thyroglossal  duct  cyst. 

Case  Report 

A 71 -year-old  white  woman  had  dyspnea  and  a mass  ante- 
rior to  the  thyroid  cartilage.  The  mass  moved  with  swallow- 
ing, but  there  was  no  cough,  fever,  or  lymphadenopathy.  A 
basal  cell  carcinoma  of  the  left  medial  canthus  had  been  ex- 
cised about  nine  months  before  this  admission.  At  surgery, 
the  lesion  was  found  to  have  infiltrated  the  strap  muscles,  and 
a tract  was  found  between  the  thyroid  isthmus  and  the  mass. 

The  resected  thyroglossal  duct  mass  weighed  30  gm  and 
measured  5.2  X 3 X 2.6  cm.  There  was  a piece  of  thyroid 
bone  in  the  sample.  The  external  surface  was  irregular  and 
lobulated,  and  the  cut  surface  was  bulging  and  gray-yellow, 


From  the  Department  of  Pathology,  Meharry  Medical  College,  Nashville. 
Reprint  requests  to  Department  of  Pathology,  Meharry  Medical  Col- 
lege, 1005  D.B.  Todd  Blvd.,  Nashville,  TN  37208  (Dr.  Udoji). 


with  a long,  irregular  2 X 0.8-cm  cystic  area.  Sections  of  the 
mass  were  fixed  in  formalin,  processed  routinely,  and  embed- 
ded in  paraffin.  Thin  sections  were  stained  with  hematoxylin 
and  eosin  (H-E  stain)  and  several  tumor  markers  by  the 
immunoperoxidase  technique. 

Microscopically,  the  wall  of  the  thyroglossal  cyst  duct  was 
lined  with  a columnar  epithelium  (Fig.  1 and  inset).  Foci  of 
small  thyroid  follicles,  areas  of  fibrosis,  and  lymphoid  fol- 
licles with  prominent  germinal  centers  surrounded  the  dilated 
duct.  The  cellular  infiltrates  in  the  stroma  of  the  thyroid  tissue 
consisted  of  lymphocytes  and  plasma  cells  mixed  with 


Figure  1.  Portion  of  dilated  thyroglossal  duct  cyst  surrounded  by 
thyroid  follicles  and  fibrosis  (H-E  stain,  x 64).  Inset  shows  the  co- 
lumnar epithelium  of  the  duct  (H-E  stain,  x 160). 
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Figure  2.  Thyroid  tissue  in  the  mass  around  the  thyroglossal  duct 
cyst  contains  lymphiod  follicles  with  germinal  centers,  plasma  cells, 
and  oncocyte-llke  thyroid  epithelial  cells  (H-E  stain,  x 160). 

oncocyte-like  follicle  epithelial  cells  (Fig.  2).  In  about  one- 
third  of  the  sections,  malignant  transformation  was  noted  in 
the  diffuse  lymphoid  infiltrate  that  replaced  the  thyroid  tissue 
(Fig.  3).  It  consisted  of  large  transformed  lymphocytes  that 
had  a high  nuclear  to  cytoplasmic  ratio,  prominent,  irregular 
or  round  nucleoli,  and  cytoplasmic  pyroninophilia.  The  neo- 
plastic cells  stained  with  B cell  markers  and  were  positive 
for  leukocyte  common  antigen,  LN-I,  L-26,  and  were  nega- 
tive for  UCFlL-1,  L-60,  Leu  M-1,  Ki-1,  KP-1,  epithelial  mem- 
brane antigens,  and  immunoglobulins.  A bone  marrow  biopsy 
and  aspirate  were  negative  for  malignant  infiltrates.  The 
lesion  was  classified  as  stage  3,  large  cell  non-Hodgkin’s 
lymphoma. 

The  patient  had  completed  the  fifth  course  of  chemo- 
therapy about  14  months  later,  and  showed  a good  response. 
The  hypothyroidism  that  occurred  after  the  treatment  was 
treated  with  synthroid. 

Comment 

A variety  of  cystic  structures  may  appear  in  the 
neck.^  One  of  the  developmental  cysts  is  the  thyro- 
glossal duct  cyst  which  forms  a 'significant  percent- 
age of  developmental  cysts  found  in  this  region. 


Figure  3.  Large  transformed  lymphocytes  of  non-Hodgkin's 
lymphoma  (H-E  stain,  X 620). 


The  majority  of  thyroglossal  duct  cysts  have  a squa- 
mous lining.  Thyroid  tissue  is  rarely  found  in  the 
cyst  wall,^  and  less  than  1%  of  the  thyroglossal  duct 
abnormalities  are  associated  with  a malignant  neo- 
plasm.^ In  the  case  described,  the  lining  consisted 
of  columnar  epithelium,  and  thyroid  tissue  was 
abundant  around  the  cyst  wall.  There  was  also  an 
association  with  Hashimoto’s  thyroiditis  in  which 
there  was  a large  cell  lymphoma.  □ 
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Pulmonary  Abscess  Due  to 
Corynebacterium  striatum 


JAMES  H.  BATSON,  M.D.;  RAGHU  MUKKAMALA,  M.D.; 
RYLAND  P.  BYRD  JR.  M.D.;  and  THOMAS  M.  ROY,  M.D., 


ABSTRACT 

Non-diphtheria  corynehacteria  are  normal  com- 
mensals of  the  skin  and  mucous  membranes  of 
humans.  Increasingly,  however,  these  sapro- 
phytic organisms  are  being  recognized  as  patho- 
gens. Patients  infected  with  these  bacteria  typi- 
cally have  an  underlying  immunosuppressive 
process  and/or  an  indwelling  venous  catheter. 
Pleuropulmonary  infection  with  Corynebacte- 
rium striatum  is  rare.  We  present  a patient  with 
diabetes  mellitus  who  developed  an  intra- 
pulmonary  abscess  due  to  C.  striatum. 


Introduction 

The  corynehacteria  are  a group  of  gram-positive, 
aerobic,  non-sporulating,  non-branching,  and  pre- 
dominantly non-motile  rods.  Corynebacterium 
diphtheriae  is  the  best  known  member  of  this  ge- 
nus. Other  members  of  this  genus  are  termed  diph- 
theroids. Due  to  their  saprophytic  nature  most  diph- 
theroids, identified  by  gram  stain  or  isolated  in 
culture,  are  contaminants  from  the  skin  and  mucous 
membranes.'  Diphtheroids  are  now,  however,  rec- 
ognized as  potential  pathogens.  C.  jeikeium  and 
Corynebacterium  group  D2  are  the  best  known  of 
the  diphtheroids  that  cause  infection,  especially  in 
patients  with  impaired  immunity  and/or  intravascu- 
lar catheters.-’^  C.  striatum  is  one  of  the  less  well 
known  species  of  Corynebacterium  and  is  only 
rarely  reported  as  a pathogen.  We  present  the  case 
of  a patient  with  a lung  abscess  due  to  C.  striatum. 

Case  Report 

The  patient  is  a 78-year-old  obese  male  nursing  home 
resident  with  insulin  dependent  diabetes  and  severe  oxygen- 
dependent  chronic  obstructive  pulmonary  disease  (COPD).  He 
complained  of  two  days  of  increasing  shortness  of  breath, 
cough,  fevers  and  chills,  anorexia,  and  loss  of  energy.  His 
cough  was  productive  of  a thick  yellow-green  sputum.  He 
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denied  difficulty  with  swallowing  or  aspiration.  His  usual 
medications  included  ipratropium  bromide,  albuterol,  and 
triamcinolone  metered  dose  inhalers  and  NPH  and  regular 
insulins. 

His  temperature  was  102°F.  His  blood  pressure  was  110/ 
60  mm  Hg  with  a heart  rate  of  120/min.  Respirations  were 
labored  at  22/min.  His  mouth  was  edentulous  without  lesion. 
There  were  wheezes  throughout  the  lungs  and  crackles  iso- 
lated to  the  right  anterior  lower  lung  field.  His  cardiovascular 
examination  was  normal  except  for  an  increased  heart  rate. 
The  remainder  of  his  examination  was  normal. 

His  white  blood  cell  count  was  16,300/cu  mm  with  84% 
segmented  neutrophils  and  12%  band  forms.  His  hemoglobin 
was  12  gm/dl,  hematocrit  36.8%,  and  blood  glucose  level 
390  mg/dl.  The  remainder  of  his  laboratory  findings  were  nor- 
mal. His  initial  AP  chest  radiograph  documented  a right 
middle  lobe  infiltrate.  Gram-positive  rods  were  identified 
on  sputum  gram  stain,  and  cultures  grew  4+  C.  striatum. 
C.  striatum  was  also  isolated  from  multiple  subsequent  spu- 
tum specimens.  Blood  cultures  were  sterile. 

The  patient  was  treated  with  intravenous  ciprofloxacin  and 
clindamycin.  A repeat  chest  radiograph  revealed  an  abscess 
cavity  within  the  site  of  the  original  pneumonia  (Fig.  1).  The 
patient  refused  CT-guided  aspiration  of  the  fluid  within  the 
cavity.  Antibiotic  sensitivity  revealed  the  organism  to  be  re- 
sistant to  ciprofloxacin  and  clindamycin,  but  sensitive  to  van- 
comycin, erythromycin,  penicillin,  chloramphenicol,  tetracy- 
cline, cephalothin,  and  cefaclor.  The  antibiotics  were 
therefore  changed  to  penicillin,  with  which  he  was  treated 
orally  for  six  weeks.  Chest  radiographs  after  antibiotic 
therapy  documented  resolution  of  the  abscess. 

Discussion 

C.  striatum  has  been  identified  as  the  pathogen 
in  two  cases  of  pneumonia,"'’^  and  there  is  one  case 
in  the  literature  of  a pulmonary  abscess  due  to  C. 
striatum.^  Interestingly,  all  three  of  these  patients 
had  an  associated  empyema.  Ours  is  the  second  re- 
ported case  of  a lung  abscess  due  to  this  organism. 
The  patient  had  the  comorbid  diseases  of  insulin- 
dependent  diabetes  mellitus  and  severe  COPD.  Al- 
though our  patient  refused  aspiration  of  his  intra- 
pulmonary  abscess,  repeated  isolation  of  this  organ- 
ism in  pure  culture  suggests  its  likely  pathologic 
significance. 

C.  striatum  has  also  been  reported  to  cause  na- 
tive valve  endocarditis,  bacteremia,  septicemia,  peri- 
tonitis, chorioamnionitis,  purulent  conjunctivitis, 
central  venous  catheter  related  infections,  a gingival 
abscess,  and  soft  tissue  infections.^'*®  Although  few 
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Figure  1,  PA  and  lateral  chest  radiographs  documenting  a right  middle  lode  abscess  cavity  w^ith  an  air  fluid  level. 


in  number,  these  reports  suggest  a predisposition  to 
infection  with  this  organism  in  patients  with  an  un- 
derlying immune  dysfunction  and/or  an  indwelling 
prosthetic  device.  There  is  one  reported  case  of  C. 
striatum  bronchitis  causing  exacerbation  of  COPD." 

C.  striatum  is  usually  sensitive  to  the  p-lactam 
antibiotics,  but  one  strain  of  C.  striatum  resistant  to 
penicillin  has  been  isolated  from  a patient.'^  In  ad- 
dition, isolates  from  patients  have  been  resistant  to 
trimethoprim,  erythromycin,  chloramphenicol,  clin- 
damycin, aminoglycosides,  cotrimoxazole,  cipro- 
floxacin, rifampin,  and  tetracycline.'^'^  " ' ^ In-vitro 
susceptibility  tests  should  be  conducted  on  all  C. 
striatum  isolates  associated  with  infection. 

Since  Corynebacterium  species  are  normal  flora 
of  the  skin  and  mucous  membranes,  infections  with 
these  organisms  are  thought  to  originate  endog- 
enously. There  is,  however,  one  report  of  patient-to- 
patient  transmission  of  C.  striatum  in  1 1 intensive 
care  unit  patients.'"^  Molecular  techniques  were  used 
to  identify  these  C.  striatum  isolates  as  a single 
strain.  That  article  emphasizes  the  possibility  of 
spread  of  C.  striatum  in  the  hospital  environment, 
as  well  as  its  pathogenic  potential.*'^  Similar  trans- 
mission has  previously  been  documented  with  C. 
jeikeiiim}^-^^ 

C.  striatum  isolates  are,  in  general,  thought  to  rep- 


resent contaminants.  We  wish  to  emphasize  that  this 
organism  is  a potential  pathogen.  Patients  who  are 
immunosuppressed,  have  indwelling  catheters,  or  are 
receiving  treatment  in  high  dependency  units  are  at 
particular  risk  for  infection  with  Corynebacterium.  □ 
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Trauma  Rounds 


Diaphragmatic  Rupture 

JEFFREY  A.  MATHEWS,  M.D.;  LEWIS  B.  SOMBERG,  M.D.;  and  DONALD  E.  BARKER,  M.D. 


Introduction 

Diaphragmatic  rupture  from  blunt  trauma  is  still  one 
of  the  more  difficult  problems  for  the  trauma  surgeon 
to  recognize.  Patients  sustaining  high-impact  forces  to 
the  thoracic  and  abdominal  areas  may  quite  often  have 
traumatic  diaphragm  rupture,  which  may  go  undetected 
by  routine  diagnostic  studies.  We  present  a case  of  a 
left-sided  diaphragmatic  rupture  seen  at  our  institution, 
and  discuss  diagnostic  dilemmas  and  issues  of  acute 
and  postoperative  care  of  these  patients. 

Case  Report 

A 19-year-old  man  was  transferred  to  our  institution 
following  a fall  from  approximately  45  feet  while  spelunk- 
ing near  a waterfall.  According  to  emergency  medical  ser- 
vice personnel,  the  patient  lost  consciousness  at  the  scene, 
but  spontaneously  regained  consciousness.  Upon  arrival  at 
Erlanger  Medical  Center,  a level  1 trauma  center,  he  was 
awake  and  alert  with  a Glasgow  Coma  Score  of  15.  Blood 
pressure  was  142/68  mm  Hg,  pulse  112/min,  and  respiratory 
rate  22/min.  He  had  abrasions  on  the  right  side  of  his  face 
and  right  lower  quadrant  of  the  abdomen.  Breath  sounds  on 
the  left  side  of  his  chest  were  decreased,  and  there  was  ten- 
derness to  palpation  over  the  right  lower  and  left  upper 
quadrants  of  the  abdomen. 

Initial  treatment  was  carried  out  using  Advanced  Trauma 
Life  Support  protocol.  The  patient  did  not  require  mechanical 
ventilation  and  had  no  obvious  sites  of  hemorrhage.  A blad- 
der catheter  was  placed  to  drain  the  bladder,  and  a nasogastric 
tube  was  inserted  for  gastric  decompression.  Although  dimin- 
ished breath  sounds  were  noted  on  the  left,  no  signs  of  ten- 
sion pneumothorax  were  present,  and  a tube  thoracostomy 
was  not  performed  at  this  time. 

Laboratory  studies,  including  a complete  blood  count,  an 
electrolyte  panel,  and  arterial  blood  gas  analysis  as  well  as 
roentgenograms  of  the  chest,  cervical  spine,  and  pelvis  were 
promptly  obtained.  The  initial  supine  AP  chest  film  is  shown 
in  Fig.  1.  The  left  hemidiaphragm  is  elevated  and  the  tip  of 
the  nasogastric  tube  is  seen  near  the  gastro-esophageal  junc- 
tion. Because  of  these  x-rays,  the  nasogastric  tube  was  ad- 
vanced and  a repeat  chest  x-ray  was  obtained  (Fig.  2).  The 
nasogastric  tube  can  be  seen  curled  in  the  stomach  within  the 
left  chest.  Laboratory  data  were  unremarkable.  Fractures  of 
the  left  radial  head  and  left  iliac  wing  and  dislocation  of  the 
left  elbow  were  noted. 

The  patient  was  taken  to  the  operating  suite  with  the  tenta- 
tive diagnosis  of  a ruptured  left  hemidiaphragm.  Exploratory 
celiotomy  disclosed  that  the  stomach  and  the  superior  pole  of 
the  spleen  had  herniated  through  a large  diaphragmatic  defect 
approximately  9 cm  in  length  (Fig.  3).  The  spleen  and  stom- 
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ach  were  reduced  from  the  left  hemithorax  into  the  peritoneal 
cavity  with  gentle  traction.  A subsequent  splenorrhaphy  was 
performed  for  a laceration  of  the  inferior  pole  of  the  spleen. 
No  other  visceral  or  retroperitoneal  injuries  were  noted.  The 
rupture  was  repaired  using  an  interrupted  horizontal  mattress 
pattern  of  non-absorbable  No.  1 Ethibond  suture  and  then  re- 


Figure  1.  Supine  AP  chest  x-ray  taken  upon  initial  assessment.  Note 
the  elevated  left  hemidiaphragm. 


Figure  2.  Chest  x-ray  taken  after  the  nasogastric  tube  was  ad- 
vanced. It  can  be  seen  coiled  in  the  stomach  contained  in  the  chest 
cavity. 
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Figure  3.  Large  diaphragmatic  defect  seen  through  an  abdominal 
approach. 


Figure  4.  Appearance  of  the  diaphragm  following  closure. 


inforced  with  running  monofilament  No.  0 Prolene  suture 
(Fig.  4).  The  abdomen  was  adequately  irrigated  and  closed, 
and  after  a tube  thoracostomy  was  performed,  the  patient  was 
transferred  to  the  intensive  care  unit.  After  an  uncomplicated 
hospital  course,  which  included  surgical  fixation  of  the 
patient’s  upper  extremity  fracture,  he  was  discharged  in  good 
condition  following  ten  days  of  hospitalization. 

Discussion 

Disruption  of  the  diaphragm  is  a relatively  uncom- 
mon finding,  with  reports  ranging  from  1%  to  8%  of 
blunt  thoracoabdominal  trauma  cases  admitted  to  the 
hospital.'"^  Because  of  the  massive  force  necessary  to 
generate  this  injury,  a majority  of  victims  die  acutely 
from  injuries  sustained  concomitantly.  The  etiology  of 
diaphragm  rupture  is  the  high  pressure  applied  to  the 
abdomen  from  instant  deceleration,  resulting  in  a tear 
in  a weak  area  of  the  diaphragm,  and  in  many  cases 
displacing  abdominal  contents  into  the  thoracic  cavity."* 
Disruption  of  the  diaphragm  is  a surgical  emergency 
that  requires  prompt  recognition  and  treatment.  On 
many  occasions,  severe  associated  intra-abdominal  or 
thoracic  injuries  may  prompt  an  emergency  operation. 


and  diaphragmatic  rupture  will  be  found  incidentally.  A 
review  from  Voeller  and  colleagues'  showed  only  27% 
of  patients  with  diaphragmatic  rupture  were  diagnosed 
as  such  preoperatively.  A small  rent  in  the  diaphragm 
may  initially  go  unrecognized  since  no  abdominal  con- 
tents may  have  herniated  through  the  defect,  but  with 
persistent  negative  intrathoracic  pressure  from  ventila- 
tory movements,  there  may  be  periodic  herniation  of 
intra-abdominal  viscera.  If  this  occurs  there  is  the  pos- 
sibility of  acute  pulmonary  compromise  from  tension 
viscerothorax,  as  well  as  the  possibility  for  strangula- 
tion of  abdominal  organs,  namely  the  spleen,  stomach, 
and  colon. 

The  left  side  of  the  diaphragm  is  the  one  most  fre- 
quently disrupted.  The  liver  is  hypothesized  to  protect 
the  right  hemidiaphragm  from  rupture.  An  incidence  of 
5%  of  right-sided  traumatic  ruptures  has  been  cited  in 
the  literature,  but  reports  are  showing  a recent  increase 
in  this  number.*”^  This  is  likely  due  to  improved  pre- 
hospital care  and  transport  of  patients  having  the  more 
severe  injuries  usually  encountered  with  right-sided 
rupture,  making  it  possible  for  these  patients  to  arrive 
at  the  hospital  alive. 

Several  injuries  are  found  in  association  with  trau- 
matic rupture  of  the  diaphragm  from  blunt  injuries.  In  a 
recent  review,  Meyers  and  McCabe^  found  that  dia- 
phragm rupture  was  most  closely  associated  with 
splenic  and  liver  injuries,  pelvic  fractures,  gastrointesti- 
nal and  thoracic  injuries,  including  aortic  transection.  A 
majority  of  these  patients  will  be  in  shock  from  the 
enormity  of  their  accompanying  trauma.'  "* 

Up  to  50%  of  patients  may  not  show  signs  of  rup- 
ture on  initial  physical  or  roentgenographic  evaluation. 
Physical  signs  may  be  equivocal  and  consist  of  de- 
creased breath  sounds  on  the  affected  side,  tympany  of 
the  chest  to  percussion,  a lack  of  excursion  of  the  in- 
volved chest  wall,  or  a scaphoid  appearance  to  the  ab- 
domen.^ Likewise,  radiologic  findings  may  also  be  in- 
sufficient to  make  the  diagnosis.  As  in  this  case,  an 
elevated  hemidiaphragm  may  be  the  only  initial  find- 
ing. Possibly  the  only  hint  on  chest  x-rays  will  be  an 
indistinct  hemidiaphragm,  easily  confused  with  a small 
hemothorax.  In  other  cases,  the  diagnosis  may  be  more 
obvious,  with  the  nasogastric  tube  seen  coiled  in  the 
stomach  above  the  level  of  the  diaphragm,  or  other  vis- 
cera, such  as  a colon  with  colonic  gas  patterns,  identi- 
fied in  the  chest.  If  the  diagnosis  remains  in  question, 
Gastrografin  may  be  instilled  into  the  stomach  to  con- 
firm the  herniation. 

Other  methods  have  been  suggested  to  aid  in  diag- 
nosis. Diagnostic  peritoneal  lavage  is  extremely  sensi- 
tive in  detecting  the  presence  of  hemoperitoneum,  but 
it  has  a high  false-negative  rate  if  diaphragmatic  tears 
are  present  without  accompanying  intra-abdominal  in- 
juries.^ With  penetrating  trauma,  however,  if  the  crite- 
ria for  a positive  lavage  is  lowered  to  10,000  RBC/cu 
mm,  the  sensitivity  for  detecting  diaphragm  injuries  in- 
creases, but  to  date  this  has  not  been  shown  in  the 
blunt  trauma  population.^  Occasionally,  lavage  fluid 
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may  escape  from  a previously  placed  chest  tube 
through  a communication  between  the  abdominal  cav- 
ity and  the  chest.  Other  authors  have  exalted  the  utility 
of  intraperitoneal  Technetium  radioisotopes  in  diagnos- 
ing the  injury.  This  is  done  by  instilling  radioactive 
Technetium-99  into  the  peritoneal  cavity  through  a 
peritoneal  lavage  catheter.^**  Still  others  have  shown 
that  laparoscopy  can  be  both  diagnostic  and  therapeu- 
tic,® but  the  risk  of  tension  pneumothorax  exists. 

Treatment  is  straightforward  if  the  diagnosis  is 
made  early.  An  abdominal  approach  is  generally  taken 
in  acute  cases,  since  there  is  a high  association  with 
intraperitoneal  injuries  that  may  require  attention.  A 
thoracic  approach  is  generally  preferred  if  access  to 
the  chest  is  needed,  as  in  cases  of  associated  traumatic 
aortic  transection  or  emergency  thoracotomy  for 
trauma  arrest.  Access  to  the  right  hemidiaphragm  may 
be  best  accomplished  through  a right  thoracic  ap- 
proach, sometimes  after  an  abdominal  exploration  has 
been  performed  through  a midline  incision.  A right 
lateral  thoracotomy  is  also  the  approach  of  choice  for 
those  defects  identified  and  repaired  late,  usually  after 
two  weeks. 

The  morbidity  and  mortality  associated  with  dia- 
phragmatic rupture  from  blunt  trauma  is  the  result  of 
the  associated  injuries  of  the  chest  and  abdomen.  The 
complications  most  commonly  seen  are  intra-abdomi- 
nal abscess  formation,  pneumonia,  ARDS,  and  multi- 


system organ  failure.^  Associated  mortality  rates  are 
generally  20%  to  30%, usually  due  to  severe  as- 
sociated injuries  and  their  complications. 

In  conclusion,  diaphragmatic  rupture  is  an  uncom- 
mon entity  that  requires  a high  index  of  suspicion  in 
blunt  trauma  patients.  The  chest  radiograph  is  the  pri- 
mary means  of  diagnosis,  but  it  is  frequently  equivocal. 
Right-sided  rupture,  once  rare,  is  increasing  in  inci- 
dence. Mortality  rates  remain  quite  high  because  of  as- 
sociated injuries  and  resultant  complications.  Prompt 
recognition  and  treatment  are  necessary  to  treat  this 
uncommon  surgical  problem.  □ 
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Vanderbilt  Morning  Report 


Bilateral  Adrenal  Hemorrhage  and  Acute  Addisonian 
Crisis — A Complication  of  Antiphospholipid  Syndrome 


Case  Report 

A 75-year-old  man  with  a history  of  three  previous  deep 
vein  thromboses  over  a 16-year  period,  and  a recent  diagno- 
sis of  antiphospholipid  (aPL)  syndrome  treated  with  war- 
farin, presented  himself  with  left  upper  quadrant  abdominal 
pain.  The  pain,  described  as  a “dull  ache”  began  12  hours 
earlier  after  a meal.  He  had  mild  nausea  and  two  loose 
stools,  but  no  emesis  or  diarrhea.  He  denied  melena  or 
hematochezia.  He  reported  passing  flatus  and  stool  on  the 
morning  of  admission. 

On  presentation,  he  was  in  no  acute  distress.  His  tempera- 
ture was  98°F,  pulse  88/min,  blood  pressure  170/90  mm  Hg, 
and  respirations  16/min.  Bowel  sounds  were  hyperactive  but 
his  abdomen  was  soft,  nondistended,  and  only  mildly  tender 
on  deep  palpation,  without  guarding  or  rebound  tenderness. 
No  hepatosplenomegaly  or  palpable  mass  was  appreciated.  A 
CBC  revealed  a WBC  count  of  15,000/cu  mm  (94%  neutro- 
phils), hematocrit  36%,  platelets  164,000/cu  mm.  Prothrombin 
time  was  44  seconds  with  an  INR  of  3.7  and  a partial  throm- 
boplastin time  of  88  seconds  (ratio  = 3.1).  Serum  chemistries 
were  within  normal  limits.  Flat  and  upright  KUB  films  re- 
vealed a few  distended  loops  of  small  bowel.  The  patient  was 
admitted  to  the  hospital  for  observation  feeling  better,  but 
within  several  hours  was  found  unresponsive.  He  was  imme- 
diately intubated  and  transferred  to  the  intensive  care  unit, 
where  he  was  noted  to  be  febrile  and  hypotensive. 

Because  of  a concern  over  abdominal  sepsis  a CT  scan 
was  obtained,  which  showed  no  evidence  of  gastrointestinal 
perforation  but  demonstrated  bilateral  adrenal  hemorrhages. 
Because  it  was  believed  his  clinical  presentation  was  second- 
ary to  adrenal  insufficiency,  he  was  immediately  given  hydro- 
cortisone 100  mg  IV,  then  100  mg  every  eight  hours.  A corti- 
sol level  prior  to  steroid  treatment  was  4.6  p-g/dl.  An 
endocrinologist  concurred  with  a diagnosis  of  adrenal  insuffi- 
ciency secondary  to  massive  bilateral  adrenal  hemorrhage, 
which  was  treated  with  hydrocortisone  and  fludrocortisone. 
Within  24  hours  of  the  institution  of  stress-dose  steroids,  the 
patient  was  markedly  improved,  and  was  discharged  from  the 
hospital  five  days  later. 

Discussion 

This  is  a case  of  adrenal  insufficiency  secondary  to 
adrenal  hemorrhage  in  an  individual  with  aPL  syn- 
drome. The  aPL  antibody  syndrome  is  characterized  by 
venous  and  arterial  thrombosis,  fetal  distress  or  death, 
livedo  reticularis,  and  thrombocytopenia.'-^  Though  it 
was  once  believed  to  be  exclusively  associated  with 
systemic  lupus  erythematosus  (SLE),  only  20%  to  40% 
of  patients  with  SLE  have  aPL  antibodies.  More  often 
aPL  syndrome  occurs  as  an  isolated  event  in  otherwise 
healthy  individuals  or  in  association  with  other  immu- 
nologic or  myeloproliferative  diseases.  Individuals 
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with  aPL  syndrome  have  circulating  antibodies  di- 
rected against  membrane  phospholipids,  which  may 
account  for  the  pathophysiologic  consequences  of  the 
diagnoses. 

Several  reports  have  noted  an  association  between 
adrenal  insufficiency  and  aPL  syndrome.^"’  The  patho- 
genesis of  adrenal  insufficiency  is  uncertain,  but  adre- 
nal hemorrhage  or  thrombosis  are  both  possible 
mechanisms.*-®  In  addition,  since  many  patients  with 
aPL  syndrome  are  prescribed  anticoagulants,  anti- 
coagulation has  also  been  associated  with  adrenal 
hemorrhage.  Because  of  a risk  of  recurrent  vascular 
occlusions,  long-term  anticoagulation  therapy  is  often 
required  in  patients  with  aPL  syndrome  who  suffer 
from  multiple  thrombotic  events. 

Acute  adrenal  insufficiency  is  characterized  by 
nausea,  vomiting,  and  abdominal  pain,  as  well  as 
hypotension  and  shock.  Fever  may  be  present  or  ab- 
sent. Lethargy  may  deepen  into  somnolence,  and 
hypovolemic  vascular  collapse  occurs. 

Treatment  of  adrenal  insufficiency  is  directed  to- 
ward replacing  circulating  glucocorticoid  as  well  as  so- 
dium and  water  deficits.  Hydrocortisone  100  mg  IV 
every  six  to  eight  hours  is  sufficient  to  achieve  maxi- 
mal glucocorticoid  and  mineralocorticoid  effects.  Fol- 
lowing improvement,  the  steroid  dosage  is  tapered  over 
the  next  few  days  to  maintenance  levels  and  a miner- 
alocorticoid is  added.  In  addition  to  hormone  replace- 
ment, all  patients  with  adrenal  insufficiency  should 
carry  medical  identification,  should  be  instructed  in  the 
parenteral  self-administration  of  steroids,  and  should  be 
registered  with  a medical  alerting  system."® 
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A Case  of  Penicillin-Resistant 
Pneumococcal  Meningitis 


Case  Report 

A 74-year-old  man  with  a history  of  prostate  cancer, 
chronic  obstructive  pulmonary  disease  (COPD),  and  alcohol 
abuse  was  in  his  usual  state  of  health  until  12  hours  prior  to 
admission  when  he  complained  of  a headache,  right-sided 
earache,  and  malaise.  He  was  found  the  next  morning  to  be 
confused,  and  on  arrival  to  the  emergency  department  he  was 
unresponsive. 

On  initial  physical  examination  his  temperature  was 
101. 6°F  (rectal)  and  blood  pressure  157/105  mm  Hg.  His  right 
tympanic  membrane  was  erythematous  and  bulging,  and 
meningismus  was  apparent.  Heart,  lung,  and  abdominal  ex- 
aminations were  unremarkable.  His  pupils  were  equal,  round, 
and  reactive  to  light,  but  his  eyes  were  deviated  to  the  right. 
The  fundi  could  not  be  visualized  due  to  cataracts.  He  re- 
sponded to  pain  only  with  decreased  movement  of  his  left 
side.  Deep  tendon  reflexes  were  equal  bilaterally. 

The  laboratory  evaluation  revealed  a WBC  count  of 
12,100/cu  mm  with  95%  segmented  cells.  He  was  given  2 gm 
of  IV  ceftriaxone  and  4 gm  of  ampicillin.  A CT  scan  of  the 
head  revealed  decreased  density  in  the  right  frontoparietal  re- 
gion, consistent  with  a cerebrovascular  accident.  Lumbar 
puncture  revealed  a spinal  fluid  WBC  count  of  7,500/cu  mm 
with  92%  segmented  cells,  RBC  count  170/cu  mm,  protein 
786  mg/dl,  and  glucose  2 mg/dl.  When  the  gram  stain  re- 
vealed gram-positive  diplococci,  vancomycin  1 gm  was  given 
IV.  The  blood  cultures  grew  Streptococcus  pneumoniae  that 
was  resistant  to  oxacillin  and  sensitive  to  chloramphenicol, 
erythromycin,  vancomycin,  and  ceftriaxone. 

Penicillin-resistant  pneumococcal  meningitis  was  diag- 
nosed, and  because  of  the  demonstration  of  the  susceptibility 
of  this  isolate  to  ceftriaxone  (minimal  inhibitory  concentra- 
tion = 0.25  p,g)  he  was  treated  with  cefotaxime  2 gm  IV  every 
six  hours  for  three  weeks.  His  mental  status  improved  daily, 
and  he  was  discharged  home  after  a full  recovery. 

Discussion 

Streptococcus  pneumoniae  is  a common  and  major 
cause  of  morbidity  and  mortality  from  sinusitis,  otitis 
media,  pneumonia,  and  meningitis.  The  emergence  of 
drug  resistance  in  these  organisms  will  have  a pro- 
found impact  on  the  response  to  treatment.  Already  in 
some  U.S.  cities  such  as  Atlanta,  25%  of  5.  pneumoniae 
isolates  recovered  from  clinical  specimens  are  resistant 
to  penicillin,  26%  to  trimethoprim  and  sulfamethox- 
azole, 15%  to  erythromycin,  9%  to  cefotaxime,  and 
25%  to  multiple  drugs.'  Klugman  and  KoonhoP  ana- 
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lyzed  4,766  consecutive  strains  of  S.  pneumoniae  iso- 
lated from  blood  or  cerebrospinal  fluid  from  1979  to 
1986.  Comparing  1979  to  1982  with  1983  to  1986, 
they  found  a significant  increase  in  resistance  to  peni- 
cillin, rifampin,  and  multiple  drugs. 

The  etiology  of  this  emerging  resistance  is  not  fully 
known,  but  some  have  linked  it  to  the  indiscriminate 
use  of  antibiotics.^  Resistance  has  been  found  in  15 
different  capsular  serotypes,  with  92%  of  strains  be- 
longing to  subgroups  6,  14,  or  19.^^  Some  investigators 
believe  that  the  observed  increase  in  the  inhibitory  con- 
centration of  benzylpenicillin  is  due  to  the  decreased 
affinity  of  penicillin  to  penicillin-binding  proteins  1 
and  2.“* 

Recommendations  for  empirical  therapy  of  sus- 
pected drug-resistant  pneumonococcus  are  not  yet  de- 
fined. Because  of  the  geographic  variation  of  resis- 
tance, knowledge  of  the  susceptibility  profiles  and 
percent  of  penicillin-resistant  isolates  in  your  own 
community  is  vital.  Based  on  recent  trends,  penicillin 
can  no  longer  be  advised  for-errfpirieaf- antirnicrabial 
treatment  when  5.  pneumoniae  bacteremia  or  meningi; 
tis  is  suspected.  In  areas  where  resistance  against  peni- 
cillin has  been  identified,  a third  generation  cepha- 
losporin'^eftriaxojie  or  cefotaxime)  should  he  nsecL 
Most  but  not  all  penicillin-resistant  strains  still  exhibit 
susceptibility  to  those  agents.  If  high-level  penicillin- 
resistant  strains  have  been  isolated  in  your  area,  or 
when  a patient  with  documented  pneumococcal  menin- 
gitis fails  to  improve  on  high-dose  (3-lactam  therapy, 
then  vancomycin  should  be  added  to  the  regimen.^  It 
should  also  be  noted  that  the  vast  majority  of  resistant 
pneumococcal  isolates  are  included  in  the  23  valent 
polysaccharide  vaccine,  and  this  should  be  adminis- 
tered to  all  appropriate  individuals.'  □ 
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Prevention  in  Managed  Care: 
Obstacles  and  Opportunities 
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Introduction 

Managed  care  is  rapidly  penetrating  the  medical 
marketplace  and  will  have  a substantial  impact  on  the 
preventive  health  care  physicians  and  other  providers 
deliver.  Supporters  claim  that  managed  care,  by  pro- 
moting preventive  care  and  meticulously  monitoring 
quality,  can  reduce  costs  while  reducing  overall  mor- 
bidity and  mortality.  The  primary  purpose,  however,  of 
managed  care  is  to  control  costs,  not  to  improve  quality 
of  care.'’^  What  then  will,  in  reality,  be  its  impact  on 
preventive  health  care  delivery  in  the  clinical  setting? 

Prevention  occurs  in  the  clinical  setting  through  the 
establishment  and  implementation  of  a preventive  care 
protocol  that  takes  into  account  the  effectiveness  of 
various  preventive  measures,  the  patient  population 
risk  profile,  and  the  feasibility  and  financing  of  the  pre- 
ventive measures.  Through  primary  prevention,  provid- 
ers seek  to  modify  risk  in  those  entirely  free  of  disease, 
as  with  immunization.  Secondary  preventive  efforts  are 
undertaken  in  people  with  asymptomatic  preclinical 
disease,  such  as  an  abnormal  Pap  smear.  Tertiary  pre- 
vention includes  treatment  of  patients  with  clinical  dis- 
ease to  prevent  complications,  as,  for  example,  giving 
aspirin  to  patients  with  known  coronary  disease  to  pre- 
vent heart  attack. 

There  are  long-standing  patient,  physician,  and  in- 
stitutional obstacles  to  the  effective  provision  of  pri- 
mary, secondary,  and  tertiary  preventive  care.  Patient 
knowledge,  attitudes,  and  behavior  are  important  deter- 
minants of  whether  they  receive  routine  health  screen- 
ing or  accept  health  advice.  Ethnicity,  socioeconomic 
status,  and  other  demographic  factors  may  pose  addi- 
tional patient  obstacles  to  preventive  care.  Similarly, 
physicians  and  health  care  institutions  may  fail  to  ef- 
fectively employ  or  promote  preventive  measures  be- 
cause of  an  acute  care  orientation,  conflicting  pre- 
ventive care  guidelines,  economic  disincentives,  poor 
patient  tracking,  or  inadequate  patient  access  to  preven- 
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tive  care.  These  barriers  have  been  detailed  elsewhere.^"® 
The  question  that  remains  is  whether  the  growth  of 
managed  care  will  worsen  these  barriers  or  help  health 
care  providers  overcome  the  already  formidable  ob- 
stacles they  face  in  putting  prevention  into  practice. 

Patient  Obstacles  to  Prevention  in 
Managed  Care 

Since  most  clinical  prevention  occurs  in  the  primary 
care  setting,  managed  care  has  the  potential  to  expand 
patient  access  to  preventive  health  care  through  encour- 
aging the  use  of  primary  care  providers  rather  than 
emergency  departments  or  subspecialists.  However, 
managed  care  institutions  can  also  make  it  difficult  for 
enrollees  to  access  the  health  care  system  at  any  level 
by  decreasing  access  for  acute  illness,  discouraging  ac- 
cess to  out-of-plan  providers,  and  establishing  a queue 
even  for  primary  care.  These  potential  obstacles  to  ac- 
cess to  preventive  care  are  a product  of  fiscal  austerity 
inherent  in  managed  care.^  Ironically,  access  to  preven- 
tive services  may  be  increased  for  the  poor  who  previ- 
ously received  health  care  primarily  in  emergency  de- 
partments, whereas  preventive  service  utilization  may 
be  relatively  impaired  for  those  with  previously  free 
access  to  providers  of  choice. 

However,  the  poor,  ethnic  minorities,  the  elderly, 
and  those  with  low  educational  attainment  are  likely  to 
remain  highly  vulnerable  to  any  increase  in  the  barriers 
to  access  through  managed  care.  Medicare  demonstra- 
tion projects  have  shown  that  despite  Medicare  cover- 
age financial  barriers  to  preventive  screening  measures 
persist  in  low-income,  inner-city  populations.^  Even 
among  the  insured,  deductibles  and  copayments  may 
provide  significant  disincentives  to  utilization  of  pre- 
ventive health  care  services.  Obtaining  preventive 
health  care  may  also  be  associated  with  many  hidden 
costs  for  patients,  such  as  transportation  costs,  lost  pay 
and  time  from  work,  day  care  costs,  etc.,  which  may 
form  prohibitive  obstacles,  particularly  for  the  working 
poor.  These  traditional  obstacles  could  worsen  under 
managed  care  because  of  increased  distances  to  in-plan 
providers,  increased  waiting  times,  and  the  develop- 
ment of  a queue  for  elective  or  routine  care. 
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Physician  Obstacles  to  Prevention  in 
Managed  Care 

Physicians  are  in  a powerful  position  to  influence 
patient  behavior.  The  physician,  not  the  patient,  usually 
initiates  preventive  care.*’®  Many  physicians,  however, 
fail  to  promote  routine  preventive  care  because  of  fac- 
tors related  to  their  medical  training  and  practice  set- 
tings or  priorities.*”’"  Managed  care  has  the  potential 
to  enhance  the  delivery  of  preventive  services  by  mak- 
ing primary  care  physicians  accountable  for  the  popula- 
tion they  serve  and  linking  reimbursement  for  preven- 
tive care  to  the  achievement  of  specified  target  levels 
of  screening. 

Subspecialty  oriented  patient  care  has  frequently 
been  cited  as  a cause  of  sporadic  preventive  care  in  the 
United  States.  Patients  who  see  only  a subspecialty 
physician  may  be  less  likely  to  receive  screening  be- 
cause of  that  provider’s  lack  of  emphasis  on  primary 
care."’  Health  care  providers  may  be  unsure  who  is 
responsible  for  providing  preventive  screening  and 
counseling  when  multiple  providers  are  involved  in 
the  care  of  the  patient.’^  Ironically,  patients  with  insur- 
ance offering  unlimited  access  to  various  types  of  pro- 
viders may  be  at  increased  risk  for  not  having  a pri- 
mary care  provider  who  coordinates  their  preventive 
health  services. 

Physicians  have  long  identified  time  constraints  as 
a major  obstacle  to  the  delivery  of  preventive  care. 
Time  constraints  in  the  clinic  are  likely  to  be  made 
worse  by  the  emphasis  of  managed  care  on  cost  con- 
tainment by  increasing  the  number  of  patients  seen 
by  physicians  and  reducing  time  per  visit.  Under 
capitated  payment  systems  in  which  physician  reim- 
bursement is  not  linked  to  the  delivery  of  preventive 
services,  major  economic  incentives  discourage  provi- 
sion of  time-consuming  and  costly  primary  and  sec- 
ondary preventive  care.  Market  incentives  are  more 
likely  to  encourage  aggressive  tertiary  prevention  ef- 
forts, since  the  prevention  of  exacerbations  and  hospi- 
talizations for  known  chronic  conditions  can  result  in 
immediate  and  substantial  cost  savings.  Managed  care 
institutions  commonly  target  “ambulatory  care  sensi- 
tive” chronic  conditions  such  as  diabetes  mellitus  and 
asthma  by  emphasizing  case  management  and  tertiary 
prevention  to  reduce  costly  hospitalizations  for  these 
patients. 

Physicians  also  frequently  cite  conflicting  preven- 
tive health  guidelines  issued  by  professional  and  scien- 
tific organizations,  medical  specialty  organizations,  and 
government  health  agencies  as  obstacles  to  routine  pre- 
vention.Efforts  to  contain  costs  will  strive  to  curtail 
physician  use  of  unnecessary  procedures.  Physicians 
frequently  obtain  tests  such  as  chest  roentgenograms 
and  serum  chemistry  profiles,  which  are  not  recom- 
mended in  any  published  guidelines,  as  “screening 
tests”  in  asymptomatic  healthy  adults.  Since  the  major- 
ity of  these  procedures  are  effective  screening  tools 
only  for  patients  with  specific  indications,  limiting 
physician  access  to  these  procedures  is  unlikely  to  af- 


fect the  preventive  care  of  the  general  population. 
However,  for  selected  patients  with  specific  indications 
for  unusual  testing,  limiting  provider  access  to  proce- 
dures may  lead  to  dangerous  delays. 

Managed  care  is  likely  to  address  physician  confu- 
sion and  disagreement  over  conflicting  guidelines  by 
promulgation  of  uniform  standards.  However,  it  is  cru- 
cial that  informed  physicians  be  intimately  involved  in 
the  development  and  continual  reevaluation  of  stan- 
dards for  preventive  screening  in  order  to  insure  that 
guidelines,  while  realistic  and  cost-effective,  do  not 
sacrifice  patient  care  to  cost  considerations.  Several 
authors  have  pointed  out  the  need  for  the  development 
of  standard  protocols  in  conjunction  with  primary  care 
providers  to  minimize  subspecialty  bias  and  reach 
consensus  on  practical  mass  screening  approaches. 
Institutional  consensus  can  enhance  both  provider  and 
patient  compliance  with  preventive  recommendations. 

Poor  patient  records  and  inadequate  patient  tracking 
remain  obstacles  to  implementing  clinic-based  preven- 
tive care  protocols.’^  Managed  care  institutions  have 
great  potential  to  encourage  physician  groups  and  clin- 
ics to  develop  instruments  for  helping  assure  the  provi- 
sion of  routine  preventive  care.  Multiple  intervention 
trials,  reviewed  in  depth  by  McPhee  and  Detmer,’^ 
have  demonstrated  that  physician  reminders  such  as 
health  maintenance  checklists,’®  computer-generated 
reminders,’^’*  and  chart  tags’®  substantially  improve 
preventive  screening  efficacy.  While  managed  care  in- 
stitutions may  enhance  information  systems  and  quan- 
tify utilization  of  preventive  services  for  quality  moni- 
toring and  physician  profiling,  it  is  up  to  physicians 
and  clinics  to  develop  efficient  tools  for  patient  track- 
ing in  conjunction  with  managed  care  institutions. 

Institutional  Obstacles  to  Prevention  in 
Managed  Care 

Because  preventive  care  begins  with  screening  that, 
by  definition,  involves  mass  examination  of  a popula- 
tion at  risk  for  a condition,  health  care  institutions  play 
a major  role  in  promoting  or  discouraging  preventive 
efforts.  Health  care  institutions  may  lack  the  institu- 
tional will  or  the  infrastructure  to  effectively  promote 
preventive  care.^  Despite  substantial  lip-service  to  pre- 
ventive care,  managed  care  institutions  may  be  either 
more  or  less  likely  than  traditional  fee-for-service  in- 
surers to  enhance  patient  access  to  primary  and  second- 
ary prevention. 

One  of  the  most  serious  institutional  impediments 
to  preventive  care  for  the  general  population  is  the 
lack  of  access  to  primary  health  care  by  the  poor  and 
underinsured.  Access  to  care  may  be  limited  or  ex- 
panded under  managed  care,’  and  market  forces  alone 
can  be  expected  to  exclude  to  the  greatest  extent  pos- 
sible uninsured  and  seriously  or  chronically  ill  indi- 
viduals.^" On  the  other  hand,  Tennessee  and  other 
states  are  attempting  to  employ  cost  savings  from  man- 
aged care  to  expand  Medicaid  benefits  to  previously 
uninsured  persons.  Under  managed  care,  expanding 
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access  to  primary  care  through  cost  savings,  while  pos- 
sible, remains  dependent  upon  societal  will.  In  addi- 
tion, access  to  primary  care,  while  necessary,  is  not 
sufficient  to  guarantee  effective  population-based  pre- 
ventive care. 

Provider  payment  methods  are  being  revolutionized 
under  managed  care  in  ways  that  could  influence  the 
quality  of  preventive  care  delivered.  Whereas  fee-for- 
service  payment  schemes  offer  little  incentive  to  health 
care  workers  for  providing  more  than  perfunctory  pre- 
ventive care,  managed  care  payment  schemes  may  be 
much  more  variable  in  their  effects  on  preventive  care. 
Lack  of  reimbursement  by  fee-for-service,  third-party 
insurers  for  preventive  services  has  frequently  been 
cited  as  a cause  for  the  lack  of  emphasis  on  prevention 
in  the  U.S.  medical  system.^'  Health  insurance  plans 
that  do  not  cover  preventive  services  also  provide  sig- 
nificant disincentives  to  patients  for  obtaining  those 
services.  This  lack  of  reimbursement  for  routine  screen- 
ing has  necessitated  coordinated  visits  and  “creative 
billing”  to  support  preventive  care.  This  situation  has 
led  38  states  as  of  1991  to  require  third-party  payers 
either  to  cover  mammography  services  or  offer 
mammography  coverage  as  an  optional  benefit.^^  Also, 
as  of  1991  biennial  mammographic  screening  became 
fully  reimbursable  by  Medicare. 

On  the  other  hand,  managed  care  presents  an  op- 
portunity for  health  care  institutions  to  enhance  physician 
incentives  for  preventive  care,  but  whether  physician 
groups  are  held  responsible  for  the  population-based 
preventive  care  of  the  patients  they  serve  depends  on 
the  priorities  of  the  individual  health  care  institutions. 
Unfortunately,  studies  have  demonstrated  that  most 
primary  and  secondary  preventive  screening  measures 
do  not  save  the  health  care  system  money.  Most  pre- 
ventive screening  tests  that  reduce  morbidity  and  mor- 
tality, such  as  colon  cancer  screening  by  hemoccult 
testing  or  colonoscopy,  do  so  at  a significant  cost.  Thus, 
for  physicians  receiving  capitated  payment  for  patient 
services  there  are  direct  financial  incentives  to  deliver 
as  little  preventive  care  as  possible,  since  preventive 
care  is  time-consuming  and  costly.  Delayed  financial 
rewards  related  to  the  lower  patient  morbidity  and 
mortality  associated  with  aggressive  preventive  efforts 
are  not  likely  to  take  precedence  over  the  immediate 
expenses  of  prevention. 

Similarly,  managed  care  organizations  (MCOs)  re- 
ceiving capitated  payments  for  covered  lives  have  a 
strong  immediate  financial  incentive  to  discourage  ap- 
propriate and  aggressive  preventive  care  measures. 
Even  physician-owned  groups  employ  similar  methods 
to  those  employed  by  other  private  insurers  to  discour- 
age costly  types  of  health  services  utilization.^"*  MCOs 
may,  for  example,  choose  unacceptable  or  geographi- 
cally distant  providers  precisely  for  the  purpose  of  cre- 
ating effective  barriers  to  health  care  and  preventive 
service  utilization. 

Type  of  insurance  has  been  shown  in  practice  to  be 
an  important  predictor  of  compliance  with  screening 


recommendations  for  secondary  prevention.^^  Only  one 
randomized  trial  has  directly  compared  the  effects  of 
traditional  and  managed  care  plans  on  quality  of  care.^^ 
This  trial  found  no  difference  in  short-term  health  out- 
comes for  elderly  Medicaid  recipients  in  prepaid  plans 
versus  recipients  in  traditional  fee-for-service  plans. 
However,  such  studies  are  unlikely  to  detect  differ- 
ences in  preventive  care,  for  which  intermediate  out- 
comes such  as  mammography  rates  and  long-term  fol- 
low-up are  required.  Preliminary  studies  employing 
intermediate  outcomes  indicate  that  managed  care  sys- 
tems surpass  or  favorably  compare  with  fee-for-service 
insurance  in  achieving  adequate  levels  of  preventive 
screening. However,  these  studies  have  not  ad- 
equately controlled  for  confounding  variables.  Further 
controlled  studies  are  needed  to  study  variations  in  pre- 
ventive care  efficacy  and  subsequent  health  outcomes 
by  payer  type.  There  is  likely  to  be  substantial  varia- 
tion in  the  quality  of  preventive  care  promoted  by 
health  care  delivery  systems  that  have  variable  prioriti- 
zation of  preventive  care. 

Managed  care  institutions  have  much  greater  poten- 
tial than  fee-for-service  systems  to  take  institutional 
measures  to  promote  and  encourage  preventive  care. 
Systematic  patient  education  leads  to  improved  patient 
compliance  with  screening  recommendations.  Many 
trials  reviewed  by  McPhee  and  Detmer*^  have  shown 
that  patient  reminders  such  as  letters  or  postcards,  tele- 
phone calls,  patient  questionnaires,  and  patient-held 
checklists  substantially  improve  preventive  screening 
efficacy.  Some  of  the  TennCare  MCOs,  such  as  TLC, 
have  begun  mailings  and  outreach  efforts  to  promote 
prevention  in  this  way.  Multi-tiered  efforts  involving 
office  staff  and  non-physician  providers  in  screening 
and  outreach  efforts  have  been  shown  to  be  superior  to 
those  involving  nurses  or  physicians  alone.^*’^^  Man- 
aged care  institutions  can  develop  policies  that  encour- 
age such  multidisciplinary  efforts. 

Similarly,  managed  care  institutions  can  help  to  de- 
velop information  systems  that  enable  tracking  and  tar- 
geting of  high-risk  patients  for  education  and  outreach 
in  order  to  encourage  preventive  care  in  the  most  vul- 
nerable groups  of  the  population.  Even  though  man- 
aged care  institutions  do  not  have  a prior  financial  in- 
terest in  obtaining  this  type  of  information,  there  is 
great  potential  for  the  development  of  information  sys- 
tems that  foster  prevention.  Health  care  providers 
should  be  intimately  involved  in  efforts  to  assure  that 
the  information  systems  managed  care  institutions  de- 
velop largely  for  billing  and  physician  profiling  allow 
practitioners  to  readily  identify  patients  who  need  rou- 
tine preventive  screening,  counseling,  or  immunization. 
Health  care  providers  should  also  work  to  assure  that 
these  information  systems  allow  for  meticulous  quality 
monitoring  of  preventive  efforts.  Prevention  will  re- 
ceive a high  priority  if  the  delivery  of  preventive  care 
is  used  as  an  indicator  of  quality  of  overall  care  by 
regulatory  organizations  and  as  a tool  for  determining 
reimbursement. 
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Summary 

Managed  care  will  present  many  new  challenges  to 
health  care  providers  in  their  efforts  to  improve  the 
quality  of  the  preventive  care  their  patients  receive. 
Managed  care  will  present  both  formidable  obstacles  to 
prevention  and  previously  unknown  opportunities  to 
enhance  population-based  preventive  services.  Whether 
these  opportunities  are  realized  depends  on  the  degree 
and  quality  of  the  involvement  of  health  care  providers 
in  managed  care  institutions.  Provider  and  public 
health  input  is  particularly  needed  to  promote  the  de- 
velopment of  uniform  preventive  care  standards,  the 
development  of  information  systems  for  continuous 
monitoring  of  preventive  service  delivery,  and  to  en- 
hance clinic-based  preventive  efforts,  and  the  develop- 
ment of  reimbursement  mechanisms  that  provide  in- 
centives for  prevention.  Independent  research  and 
oversight  is  needed  to  show  the  impact  of  various  types 
of  managed  care  on  preventive  service  delivery  and 
quality  of  care.  The  effects  of  managed  care  on  the 
preventive  care  that  patients  receive  will  ultimately  be 
determined  by  the  quality,  priorities,  and  determination 
of  the  management.  □ 
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HELP  FOR  IMPAIRED  PHYSICIANS 

The  Tennessee  Medical  Foundation  Impaired  Physician  Peer  Review  Committee  as- 
sists doctors  who  are  suffering  from  the  disease  of  chemical  dependence,  or  mental  or 
emotional  illness,  or  both,  including  certain  behaviors  problematic  for  physicians.  The 
thrust  of  the  program  is  rehabilitative,  not  punitive.  The  Committee  is  composed  of 
physicians  who  have  special  expertise  in  these  areas,  some  from  personal  experience. 
Effective  treatment  for  these  illnesses  is  achieved  most  easily  when  the  disease  or 
illness  is  detected  early.  The  Committee  urges  family,  friends,  and  associates  to  avoid 
misguided  sympathy  which  enables  a physician’s  impaired  condition  to  deteriorate. 

HELP  US  TO  HELP 

Call  the  TMF  Impaired  Physician  Program  at  (615)  893-7755  in  Murfreesboro.  Tele- 
phone message  service  available  around  the  clock. 
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Breastfeeding  Promotion — 

A Community  Consortium  Approach 

JUNE  FLEMING,  R.D.,  and  DOROTHY  J.  TURNER,  M.D.,  M.P.H. 


Introduction 

Human  milk  provides  the  optimal  nutrition  for  the 
newborn  infant.  The  U.S.  Department  of  Health  and 
Human  Services  describes  breastfeeding  as  a priority 
health  objective  for  the  nation.  A year  2000  goal  is  to 
increase  the  proportion  of  women  who  breastfeed  their 
babies  to  75%  at  hospital  discharge  and  to  50%  those 
who  continue  to  breastfeed  for  the  next  six  months.’ 
Breastfeeding  rates  had  declined  in  the  1980s.  National 
statistics  show  the  breastfeeding  initiation  rate  in  1984 
was  60%,  declining  to  52%  in  1990.  Beginning  in 
1991,  the  rate  increased  from  53%  to  57%  in  1994.^ 
One  factor  possibly  responsible  for  this  increase  is  the 
congressional  mandate  that  the  Special  Nutrition  Pro- 
gram for  Women,  Infants,  and  Children  (WIC)  spend 
dollars  to  promote  and  support  breastfeeding.  These  ef- 
forts have  continued  and  public  awareness  has  in- 
creased because  of  these  and  other  national  efforts.  Al- 
though the  initiation  rate  has  steadily  increased,  the 
rate  for  those  continuing  to  breastfeed  for  six  months 
has  not  increased  to  the  same  degree.  The  six-month 
rate  was  24%  in  1984  and  only  20%  in  1994.^  The 
1994  Tennessee  breastfeeding  rates  were  40%  at  hospi- 
tal discharge  and  15%  at  six  months. 

The  United  States  General  Accounting  Office  sub- 
mitted a report  in  December  1993  entitled  “Breast- 
feeding— WIC’s  Efforts  to  Promote  Breastfeeding 
Have  Increased.”  This  report  points  out  that  if  care- 
givers are  neither  supportive  nor  sufficiently  knowl- 
edgeable about  breastfeeding  to  educate  and  help 
women  with  breastfeeding  problems,  breastfeeding 
could  be  discouraged.  The  report  further  states,  “To  in- 
crease the  breastfeeding  rates  will  require:  (1)  increas- 
ing support  by  health  care  providers;  (2)  including  care 
of  the  breastfeeding  woman  as  a routine  part  of  the 
health  care  training;  (3)  providing  supportive  hospital, 
office,  and  other  clinical  environments;  (4)  having 
available  immediate  postpartum,  in-hospital  assistance 
in  initiation  of  breastfeeding;  (5)  increasing  community 


From  the  Tennessee  Department  of  Health,  Na.shville.  Ms.  Fleming  is 
the  Breastfeeding  Promotion  coordinator  for  the  Nutrition  Services  Section 
and  Dr.  Turner  is  consultant  for  Patient  Care  Services. 


awareness  of  the  benefits  of  breastfeeding;  and  (6)  hav- 
ing more  supportive  workplace  policies  and  more  in- 
creased public  acceptance  of  breastfeeding.”^ 

Consortium  Activities 

To  address  the  Year  2000  goals,  the  Tennessee  De- 
partment of  Health  has  Joined  together  with  health  pro- 
fessionals across  the  state  to  establish  a Breastfeeding 
Consortium.  The  purpose  of  this  consortium  is  to  pro- 
vide health  care  workers  and  the  lay  community  access 
to  scientifically  sound  breastfeeding  information  as 
well  as  resources  on  supportive  methods  to  promote 
breastfeeding  to  enable  women  to  make  an  informed 
choice  about  infant  feeding. 

The  19-member  consortium  consists  of  12  physicians, 
four  nurses,  and  three  community  representatives; 

Laurie  Boden,  M.D.,  Madison 
Carol  Broadway,  M.D.,  Columbia 
Thomas  Clary,  M.D.,  Oak  Ridge 
Janie  Daddario,  R.N.,  M.S.N.,  Nashville 
June  Fleming,  R.D.,  Nashville 
Ruth  Hagstrom,  M.D.,  Nashville 
Amy  Harkness,  R.N.,  Lafollette 
Lisa  Hughes,  M.D.,  Nashville 
Judith  Kinzy,  M.D.,  Knoxville 
Pauline  McIntyre,  C.N.M.,  Nashville 
Marsha  Neuenschwander,  R.N.,  Nashville 
Ronald  Rimer,  M.D.,  Knoxville 
Jeanece  Seals,  R.D.,  Nashville 
Elizabeth  Shaw,  M.D.,  Madison 
Lynn  Shaw,  Nashville 
Julia  Thompson,  M.D.,  Goodlettsville 
Dorothy  Turner,  M.D.,  Nashville 
Elizabeth  Mann  Wright,  M.D.,  Memphis 

The  following  policy  statement  has  been  created  by 
the  consortium;  “Support  the  Healthy  People  Year  2000 
goal  of  increasing  the  number  of  women  breastfeeding 
at  hospital  discharge  to  75%  and  those  continuing  to 
breastfeed  at  five  to  six  months  to  50%  by  means  of; 
(1)  supporting  education  of  health  care  providers;  (2) 

(Continued  on  page  128) 
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Loss  Prevention  Case  of  the  Month 


Outcomes  Can  Be  Very  Unexpected 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 55-year  old  woman  who  fell  in  her  home  48  hours  ear- 
lier entered  the  emergency  department  (ED)  of  a rural  com- 
munity hospital  because  her  arm  had  been  very  sore  since  the 
fall  but  had  begun  to  be  very  painful  in  the  past  few  hours. 
Her  husband  convinced  her  that  she  needed  to  have  some 
attention.  The  ED  physician  found  that  her  forearm  had  some 
minimal  dorsal  angulation  in  the  mid-shaft.  She  gave  a his- 
tory of  hypertension  for  which  she  had  been  on  treatment  for 
about  five  years.  She  thought  that  her  blood  pressure  had 
been  under  control  for  the  most  part.  Review  of  systems  was 
otherwise  unremarkable. 

An  x-ray  of  the  forearm  showed  what  the  ED  physician 
believed  to  be  a segmental  fracture  of  the  mid-shaft  of  the 
radius  with  some  comminution,  and  a simple  fracture  of  the 
ulna  in  mid-shaft.  The  radiologist  identified  in  addition  a 
small  butterfly  fragment  involving  the  distal  end  of  the  proxi- 
mal fragment  of  the  radius.  After  an  appropriate  workup,  the 
patient  was  scheduled  for  surgery.  Prior  to  surgery  her  blood 
pressure  was  recorded  as  160/90  mm  Hg. 

At  surgery  and  under  adequate  anesthesia  the  fracture  was 
reduced  with  great  difficulty.  The  surgeon’s  judgment  at  the 
time  was  that  internal  fixation  was  indicated.  Through  a 4-inch 
incision  two  butterfly  fragments  were  identified.  A single  K- 
wire  was  used  to  fix  the  butterfly  fragment  to  the  distal  frag- 
ment, and  a five-hole  compression  plate  was  employed  to  sta- 
bilize the  fracture  line.  Some  difficulty  was  encountered 
during  the  fixation  of  the  plate,  and  two  nuts  had  to  be  fixed 
to  the  screws  on  the  opposite  side  of  the  bone  to  secure  the 
plate.  A pressure  dressing  was  applied  and  a sugar-tong  cast 
used  for  immobilization. 

About  a month  later,  because  angulation  had  occurred  and 
the  screws  were  no  longer  in  place,  it  was  elected  to  re-oper- 
ate.  On  this  occasion  a longer,  tube-shaped  plate  was  used  to 
maintain  the  reduction.  The  K-wire  previously  placed  across 
the  fracture  was  left  in  place.  Postoperatively,  the  arm  was 
suspended  on  an  IV  pole,  and  x-rays  done  after  the  procedure 
showed  the  bone  in  good  alignment.  Because  of  some  swell- 
ing, the  cast  was  split  and  rewrapped.  The  following  day  the 
cast  had  to  be  removed  and  reapplied.  Four  days  after  the  sec- 
ond operation,  the  patient  was  discharged  from  the  hospital. 

For  five  months,  it  appeared  that  the  fracture  maintained 
good  position  but  no  healing  was  seen  on  x-ray.  With  a diag- 
nosis of  non-union  of  the  fracture  of  the  radius,  the  third  op- 
eration was  planned.  At  surgery,  a break  was  found  in  the 
semi-tubular  plate  used  in  the  previous  surgery.  All  the  hard- 
ware was  removed,  including  the  K-wire,  and  a Nicoll  graft 


Dr.  Avery  i.s  chairman  of  the  Loss  Prevention  Committee,  State  Volun- 
teer Mutual  Insurance  Company,  Brentwood. 

The  Case  of  the  Month  is  taken  from  actual  Tennessee  closed  claims. 
An  attempt  is  made  to  fictionalize  the  material  in  order  to  make  it  less  easy 
to  identify.  If  you  recognize  your  own  case,  please  be  assured  that  it  is 
pre.sented  solely  for  the  purpose  of  emphasizing  the  issues  presented. 


was  performed  using  the  right  iliac  crest  as  the  donor  site. 
Again  a plate  and  screws  were  used  to  maintain  stability  of 
the  fracture  site.  The  operative  wound  was  closed  and  a dress- 
ing applied.  Again,  a sugar-tong  cast  was  used  for  immobili- 
zation. X-ray  revealed  the  metallic  plate  and  screws  holding 
the  fracture  in  good  position.  The  arm  was  suspended  from  an 
IV  pole,  and  she  seemed  to  be  doing  “very  well”  at  the  time 
of  discharge  on  the  third  postoperative  day. 

Six  months  after  this  third  operation  an  x-ray  showed 
some  resorption  of  the  broken  ends  of  the  radius  and  the 
Nicoll  graft  seemed  to  have  “melted  away.”  A fourth  opera- 
tion was  planned,  in  which  the  surgeon  planned  to  use  a full 
thickness  cortical  and  cancellous  graft  from  the  right  tibia. 
The  procedure  seemed  to  proceed  without  incident.  The  tibial 
graft  was  held  in  place  with  four  screws  on  each  side  of  the 
fracture  site.  She  tolerated  the  procedure  and  was  discharged 
home  on  the  seventh  postoperative  day  with  a cast  on  her 
right  arm  and  a boot  walking  cast  on  her  right  leg. 

About  two  weeks  after  this  fourth  operation,  an  outpatient 
x-ray  showed  that  two  screws  had  pulled  out  of  the  distal  end 
of  the  fracture,  but  the  remaining  screws  were  intact  and  the 
position  remained  good.  An  x-ray  done  a month  later  showed 
good  position  of  both  bones  of  the  forearm.  The  long  leg  cast 
was  removed  from  the  right  leg  and  an  x-ray  was  normal 
except  for  the  bony  defect  created  by  the  donor  site.  There 
was  some  wound  drainage  that  stopped  spontaneously.  X-rays 
four  months  after  the  last  procedure  showed  the  donor  site 
almost  completely  filled  in,  and  there  seemed  to  be  some  evi- 
dence of  healing  of  the  radius  fracture.  About  seven  months 
after  the  last  operation  there  was  obvious  non-union  of  the 
radius  fracture.  Further  surgery  was  discussed  with  the  patient 
but  was  not  recommended.  The  surgeon  believed  that  the  pa- 
tient should  accept  the  non-union  and  wear  a splint. 

The  patient  did  not  accept  this  recommendation,  went  to 
another  orthopedic  surgeon,  and  had  another  operation.  Three 
and  one-half  years  after  the  initial  surgery  the  patient  had  not 
healed  the  radial  fracture,  and  still  other  surgery  was  recom- 
mended. A lawsuit  was  filed  charging  the  first  orthopedic  sur- 
geon with  negligence  for  operating  on  the  patient  initially, 
and  negligence  in  the  first  operation  because  of  defective 
fixation  of  the  fracture  in  that  the  screws  pulled  out  of  the 
bone  and  the  surgeon  had  to  put  nuts  on  the  screws  to  hold 
them  in  place.  At  the  time  the  lawsuit  was  filed,  the  fracture 
had  not  healed,  and  yet  a sixth  operation  was  being  considered. 

Loss  Prevention  Comments 

In  a situation  like  this,  one  feels  for  both  the  patient 
and  the  surgeon.  It  reminds  me  of  the  story  of  Tar 
Baby  and  Brer  Rabbit.  You  remember  that  in  the  alter- 
cation between  the  two.  Brer  Rabbit’s  right  fist  stuck 
then  the  left  fist,  then  the  right  foot,  and  finally  the  left 
foot.  In  this  case,  the  surgeon  seemed  not  to  be  able  to 
turn  loose  of  this  patient  because  nothing  seemed  to  go 
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according  to  expectations.  Should  he  have  attempted  a 
closed  reduction  first?  With  this  kind  of  comminuted 
fracture  in  the  mid-shaft  of  the  radius  on  the  dominant 
side,  experts  agree  that  an  ORIF  is  indicated.  Could  the 
surgeon  have  been  more  careful  in  preparing  the  bro- 
ken fragments  to  accept  the  plate  and  screw?  Did  the 
fact  that  the  screws  pulled  out  of  the  bone  suggest  that 
he  did  the  application  carelessly?  Experts  took  both 
views  on  these  questions.  Of  course,  we  can  be  sure 
that,  in  retrospect,  the  surgeon  wished  he  had  tried  the 
conservative  approach  first.  It  appears  that  his  deci- 
sions were  made  with  care  and  that  healing  just  did  not 
occur! 

Was  the  litigation  precipitated  by  the  second  ortho- 
pedic surgeon?  Did  he  cast  some  doubt  that  the  correct 
course  had  been  followed  by  the  first  doctor?  In  all 
probability,  the  fact  that  another  surgeon  felt  called 
upon  to  operate  on  this  patient  made  it  appear  that 


more  could  be  done  than  already  had  been  done.  Since 
there  appeared  to  be  no  animosity  between  the  patient 
and  her  first  surgeon,  would  it  not  have  been  better  for 
the  second  surgeon  to  have  made  some  attempt  to  ex- 
plain just  how  these  things  can  happen  in  the  best  of 
hands.  He  could  even  have  tried  to  associate  the  first 
surgeon  in  the  further  care  of  this  difficult  problem. 
One  cannot  help  feeling  that  the  second  surgeon  could 
have  prevented  the  lawsuit  against  his  colleague  in 
some  way!  Wouldn’t  it  be  interesting  if  the  second  sur- 
geon were  sued  later  because  he  did  not  do  an  adequate 
informed  consent  discussion  as  to  the  poor  chances  of 
success  of  his  own  efforts? 

Although  the  settlement  was  probably  not  enough  to 
cover  the  patient’s  expenses,  the  first  surgeon  was  put 
in  a position  of  defending  himself  for  having  followed 
the  standard  of  care  and,  in  spite  of  that,  having  gotten 
a poor  result  through  no  fault  of  his  own.  □ 
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educating  the  community  about  the  benefits  of 
breastfeeding  and  the  risks  of  not  breastfeeding;  and 
(3)  determining  the  cost  effectiveness  for  the  industry 
of  breastfeeding.” 

Planned  consortium  activities  are  to; 

• Track  the  breastfeeding  duration  of  WIC  parti- 
cipants to  see  if  the  peer  counselor  intervention  affects 
the  rate. 

• Contact  the  State  Department  of  Education  re- 
garding the  inclusion  of  breastfeeding  information  in 
the  school  health  programs,  and  submit  information  for 
review  and  inclusion  in  the  curriculum. 

• Educate  insurance  companies  about  the  benefits 
of  breastfeeding. 

• Provide  industries  in  the  metropolitan  areas  infor- 
mation about  breastfeeding  benefits  for  working  mothers. 

• Examine  the  effect  of  early  discharge  on  rates  of 
breastfeeding  initiation  and  duration. 

• Develop  a speakers  bureau  for  provider  and  com- 
munity education. 

• Survey  hospitals  regarding  breastfeeding  policies. 

• Develop  a recommended  list  of  materials  to  be 
mailed  to  Tennessee  pediatricians,  obstetricians,  and 
family  practice  physicians  during  World  Breastfeeding 


Week  (August  1-7). 

• Write  breastfeeding  newsletters  semiannually  to 
share  with  physicians  and  hospitals  across  the  state. 

Encouraging  breastfeeding  should  be  balanced  with 
care  providers’  knowledge  about  breastfeeding  and 
how  to  counsel  a mother  if  problems  arise.  Physicians 
in  local  communities  can  provide  tremendous  encour- 
agement and  support  to  women  who  choose  to 
breastfeed  their  infants  and  can  be  instrumental  in 
achieving  optimal  infant  nutrition. The  consortium 
will  work  to  provide  to  physicians  and  the  community 
current  scientific  information  about  breastfeeding,  as 
well  as  information  to  dispel  existing  myths  that  could 
be  barriers  to  successful  breastfeeding.  □ 
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Richard  M.  Pearson,  MD 

TMA’s  142nd  President 

As  TMA  continues  its  push  to  continually  im- 
prove the  quality  of  care  for  patients  in  Tennessee 
and  ensure  a stable  practice  environment  for  Ten- 
nessee physicians,  the  Association  exuberantly  wel- 
comes its  142nd  president  into  office — Richard  M. 
Pearson,  MD. 

Dr.  Pearson,  a board-certified  urologist  practic- 
ing in  Memphis,  has  served  on  the  TMA  Board  of 
Trustees  for  the  past  year  as  president-elect.  He  was 
initially  elected  to  the  TMA  Board  in  1992,  serving 
as  its  chairman  in  1994. 

Dr.  Pearson’s  term  as  chairman  of  the  Board  of 
Trustees  posed  a variety  of  challenges,  a task  that 
quickly  became  a daily  job,  but  it  was  a challenge 
he  accepted  with  fervor  and  commitment.  In  recog- 
nition of  his  dedication  to  the  TMA  and  to  the  phy- 
sicians of  Tennessee  during  the  formative  stages  of 
the  TennCare  program,  his  peers  awarded  him  the 
1994  TMA  Distinguished  Service  Award. 

He  served  as  a TMA  vice-president  from  West 
Tennessee  in  1991  and  has  served  on  a number  of 
TMA  committees  including  the  Communications 
and  Public  Service  Committee  from  1984-1988;  In- 
dependent Medicine’s  Political  Action  Committee- 
Tennessee  (IMPACT),  1993-1995;  and  currently  is 
president  of  the  newly  formed  Physicians  Resource 
Network,  developed  to  create  a physician  owned 
managed  care  product. 

He  received  his  medical  degree  in  1971  from  the 
University  of  Tennessee  College  of  Medicine  in 
Memphis  and  completed  his  residency  training  at 
the  University  of  Tennessee  Center  for  Health  Sci- 
ences in  1976.  Class  valedictorian,  he  received  his 
undergraduate  degree  in  electrical  engineering  from 
the  University  of  Tennessee,  Knoxville,  and  gradu- 
ate education  from  Johns  Hopkins  University  in 
Baltimore  in  biomedical  engineering. 

In  1973  he  completed  his  general  surgery  resi- 
dency at  Methodist  Hospital  in  Memphis,  then  com- 
pleted his  urology  residency  at  the  University  of 
Tennessee  Center  for  Health  Sciences  in  1976.  He 
was  certified  by  the  American  Board  of  Urology  in 
1979  and  by  the  American  College  of  Surgeons  in 
1995. 


“The  TMA  leadership,  thanks  to  President  Robert 
Bowers,  the  past  and  present  Board  of  Trustees,  and 
a strong  TMA  staff,  has  selected  a strategic  direc- 
tion. My  role  as  president  will  be  to  point  your  pro- 
fessional association  in  that  direction  and  keep  it 
moving.  Empowered  with  ideals  and  ideas,  having 
the  character,  will,  and  perseverance  to  do  what  we 
all  know  should  be  done  is  the  highest  measure  of 
leadership.  ” 


In  Memphis,  he  served  as  medical  staff  president 
of  Baptist  Memorial  Hospital,  Desoto,  in  1990,  and 
has  served  on  boards  of  various  civic  and  commu- 
nity organizations  including  the  Church  Health  Cen- 
ter and  the  National  Kidney  Foundation  of  West 
Tennessee. 

In  addition  to  his  TMA  membership.  Dr.  Pearson 
is  active  in  a variety  of  professional  organizations, 
including  the  American  Medical  Association, 
American  Urological  Association  - Southeastern 
Section,  the  Tennessee  Urologic  Society,  the 
American  College  of  Surgeons,  and  the  Memphis- 
Shelby  County  Medical  Society. 

He  and  his  wife,  Freida,  have  two  children — 
Heather  and  Taylor. 
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TMA  members  can  save 
money  on  their  workers' 
compensation  insurance 
premium  costs  with  the 
Dodson  Plan! 

Endorsed  by  Tennessee  Medical  Association 
in  1978,  the  Dodson  Plan  has  paid  TMA 
members  dividends  12  out  of  16  years! 

Because  dividends  depend  in  part  on  claim  costs 
and  related  expenses,  they  can't  be  guaranteed. 
However,  when  all  Tennessee  medical  professionals 
using  the  Plan  promote  employee  safety  and  keep 
claim  costs  low,  your  chances  of  receiving  a dividend 
improve. 

In  addition  to  yearly  dividend  opportunities, 
you  will  receive: 

Personalized  Service.  Our  home  office 
and  field  staffs  are  experienced  and 
professional.  They  work  closely  with 
you,  addressing  your  questions  and 
concerns. 

Loss  Control  Assistance.  Field  represent- 
atives are  available  to  suggest  programs 
that  could  help  reduce  the  severity  and 
frequency  of  workplace  accidents. 

Flexible  Premium  Payment  Plan.  The  Plan 
is  designed  to  give  you  flexibility  in  paying 
your  insurance  premiums  with  interest- 
free  installments! 


Dodson  Group  insured  its  first  customer 
in  1900!  Today,  we're  putting  that 
experience  to  work  for  you  with 
progressive  Insurance  programs  and 
exceptional  service! 

TMA  members  can  receive  a free 
no-obligation  premium  quote  . . . 
just  call  or  FAX  Dodson  today! 

CALL:  1-800-825-9489 
FAX:  1-800-825-9367 


DODSON  GROUP  • 9201  State  Line  Road 


Kansas  City,  MO  641 1 4 
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The  Road  Ahead 

Long  ago  I heard  the  story  of  a father,  who,  seeking  to  spend  more  quality  time 
with  his  young  son  gave  the  boy  a globe  of  the  earth.  This  father  was  the  soul  of 
patience,  spending  hour  upon  hour  pointing  out  continents,  oceans  and  seas,  coun- 
tries and  deserts,  and  teaching  his  child  the  names  of  all  these  exotic  places.  The  boy 
loved  this  game,  mostly  because  it  meant  that  “dad”  devoted  a lot  of  time  exclusively 
to  him;  and  consequently,  this  globe  became  his  favorite  toy,  and  he  did  not  like  to  be 
without  it. 

One  night  after  the  boy  was  sound  asleep,  his  dad  for  whatever  reason  needed  to 
know  the  exact  location  of  some  place,  and  he  slipped  into  his  son’s  room,  quietly 
picked  up  the  globe  and  headed  for  the  door.  Suddenly,  the  boy  sat  bolt  upright  and 
demanded,  “Daddy,  where  are  you  going  with  my  world?” 

I have  thought  of  this  story  in  recent  months  in  relation  to  the  changes  taking  place 
in  our  world — the  world  of  medicine,  because  for  most  physicians,  medicine  truly 
becomes  their  world.  Billy  Graham  once  observed,  “Whatever  you  give  your  time  to 
becomes  your  god.”  While  I would  dare  not  be  so  irreverent  as  to  suggest  that  medicine  is  our  god,  most  of  us 
would  agree  that  we  are  dedicated,  even  devoted  to  medicine,  in  that  we  give  to  it  the  lion’s  share  of  our  time,  our 
energies,  our  passion.  Though  other  things  in  our  lives  may  go  undone  (“only  the  cobbler’s  children  go  barefoot”), 
we  continue  to  concentrate  our  energies  on  building  our  practices,  accepting  the  challenges  of  difficult  cases,  and 
combing  through  journals  for  new  methods  and  research  that  will  help  us  to  better  serve  our  patients. 

Now,  however,  new  forces  shape  the  future  of  our  world,  changing  those  familiar,  comfortable  aspects  of 
medicine  that  we  hold  so  dear,  and  creating — if  you  will — a new  world.  We  might  liken  ourselves  then  to  the 
pioneers  who  settled  this  country.  They  endured  physical  and  emotional  asperity  and  deprivation,  and  perhaps 
most  frightening  of  all,  they  faced  the  unknown.  For  those  who  chose  to  forge  ahead,  it  was  an  adventure  fraught 
with  uncertainty.  But  for  the  survivors,  those  dedicated  souls  who  stood  the  test,  their  eyes  were  fixed  firmly  on  the 
horizon,  or  as  the  Apostle  Paul  said,  “the  prize.” 

The  lesson  that  we  all  have  learned  from  history  and  from  life  is  that  often  what  it  takes  to  survive  any  given 
situation  is  simply  dogged  determination.  The  pioneers  had  it,  as  have  numerous  other  groups  throughout  the 
centuries.  Sometimes  people  have  the  luxury  of  choice — should  they  stick  to  the  familiar  or  take  the  risk  and  strike 
out  into  a new  “world”?  Unfortunately,  fellow  physicians,  we  do  not  have  that  luxury.  We  are  moving  forward  into 
a new  frontier  of  medicine.  It  is  crucial  that  we  remember,  however,  that  our  individual  futures  are  ultimately  up  to 
us,  and  that  we  do  still  have  some  choices  (though  arguably  few).  We  can  forge  into  the  future  with  our  eyes  fixed 
on  the  horizon,  or  we  can  staunchly  stick  to  the  familiar  path  and  perhaps  face  even  greater  adversity. 

The  fundamental  question  that  I ask,  however,  of  myself,  of  my  fellow  physicians  and  all  those  entities  creating 
these  changes  remains  the  same  as  that  little  boy’s — “Where  are  you  going  with  my  world?” 

For  me,  this  year  has  been  truly  marvelous  and  most  memorable.  I cannot  thank  you  enough  for  giving  me  the 
privilege,  the  honor — and  the/tm — of  allowing  me  this  time  to  serve  as  your  president  of  the  TMA.  My  most 
fervent  wish  is  that  the  future  hold  only  grand  things  for  our  world. 


Robert  E.  Bowers 
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Flotsam  and  Jetsam 

Cream  always  rises  to  the  top 

— Aphorism 

[Some  other  more  unattractive  things  do,  too,  in 
some  more  unattractive  places  than  milk.] 

Nice  guys  finish  last 

— Leo  Durocher 

Prominently  displayed  on  the  first  page  of  the 
business  section  of  Nashville’s  Sunday  Tennessean 
a few  weeks  back  was  an  article  that  bore  the  head- 
line “Economic  credentials  for  doctors.”  It  gave  me 
pause,  and  before  I could  read  further  all  sorts  of 
images,  both  positive  and  negative,  flitted  across 
my  screen  about  what  effect  the  size  of  one’s  in- 


come and  the  size  of  his  car,  for  instance,  might 
have  on  his  patient  population  and  so  on.  Turned 
out  it  was  nothing  of  the  sort.  What  it  was  was  even 
more  unsettling,  because  it  was  yet  another  confir- 
mation that  medical  care  has  passed  into  the  hands 
of  the  Philistines.  The  article  stated  in  effect  that  a 
doctor’s  financial  credentials  are  becoming  more 
important  for  his  practice  than  his  medical  creden- 
tials. But  that  had  nothing  to  do  with  how  much 
money  he  made.  Rather,  it  had  to  do  with  how 
much  he  costs  his  patients’  insurance  companies. 

Time  was — as  recently  as  when  I was  growing 
up,  actually — that  medical  care  was  the  responsibil- 
ity of  the  medical  profession.  Doctors  took  care  of 
their  patients,  and  one  way  or  another  everybody, 
rich  or  penniless,  who  needed  medical  care  became 
the  patient,  not  client  or  consumer,  of  not  some 
health  care  provider,  but  of  some  doctor  (a  term 
that  at  the  time  meant  doctor  of  medicine  or  den- 
tistry). The  doctor  had  an  enduring  relationship  with 
the  family,  and  even  during  the  Depression,  when 
money  was  scarce,  most  people  tried  to  pay  their 
doctor  something,  even  if  only  in  kind.  But  it  didn’t 
matter  so  far  as  the  patient’s  care  was  concerned.  If 
the  patient  needed  to  be  hospitalized,  there  was  no 
problem  there,  either.  Charity  beds  were  always 
available. 

Medicare  and  Medicaid  changed  all  that.  What  it 
changed  as  much  as  anything  else  was  patient  atti- 
tudes. The  programs  came  to  be  considered,  and 
then  termed,  entitlements,  and  medical  care  a right. 
You  know  the  rest.  As  it  has  an  overweening  habit 
of  doing,  like  the  camel  that  gets  its  nose  under  the 
tent,  federalese  crept  in,  and  you.  Doctor,  became  a 
part  of  a hodgepodge  termed  health  care  providers 
that  includes  not  only  doctors  and  nurses,  but  every- 
body that  fiddles  with  feet,  eyes,  and  God  knows 
what  all.  Patients  became  consumers  of  health  care, 
and  the  guru  Our  Father  which  art  on  the  Potomac. 
Though  that  mess  struck  it  a blow.  Medicine  sur- 
vived, even  if  not  entirely  in  the  form  we  or  our 
patients  might  have  wished. 

I have  to  say  that  Medicine  with  a capital  M has 
not  been  entirely  free  of  guilt  in  whatever  evil  has 
befallen  it.  There  have  been  just  enough  greedy, 
unprincipled  doctors  to  attract  the  attention  of  regu- 
lators and  consumer  groups,  and  of  course,  to  wag- 
gle the  pens  of  the  media.  But,  though  wounded. 
Medicine  has  survived  that,  too — so  far. 

I have  to  confess  at  this  point  that  I’m  not  even 
sure  what  Medicine  has  become  nowadays.  It  cer- 
tainly does  not  comprise  simply  the  art  and  science 
that  I had  learned  to  believe  it  did.  When  I started 
out  in  my  profession.  Medicine  was  just  emerging 
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from  the  status  of  mostly  art,  and  soon,  after  the 
Second  World  War,  became  mostly  science.  Thirty 
years  or  so  later  the  two  began  merging,  and 
melded  together  into  the  unity  of  the  two  that  we 
have  known  until  maybe  the  last  ten  years. 

With  the  advent  of  the  health  maintenance  orga- 
nization (HMO)  and  managed  care  organizations 
(MCOs)  all  that  changed.  I am  now  about  to  make  a 
blanket  accusation  that  like  all  such  generalizations 
is  subject  to  exception,  but  I have  seen  enough  to 
be  convinced  that  it  is  generally  applicable  and  suf- 
ficiently accurate  to  state  it  as  an  axiom:  Managed 
care  is  in  fact  managed  non-care. 

When  PPOs  and  IPOs  began  forming  as  doctor- 
controlled  entities  maybe  ten  or  so  years  ago,  many 
folded  or  were  folded  into  some  larger  more  suc- 
cessful ones.  The  prediction  was  that  in  a few  years 
only  a few  of  the  strongest  would  survive.  Later 
came  the  HMOs,  and  most  recently  MCOs,  with  the 
same  caveat.  I wish  now  to  quote  from  an  article 
headlined  “HealthWise  of  America  sold:  United 
Healthcare  makes  deal”  that  appeared  in  the  Busi- 
ness Section  of  Nashville’s  Tennessean  of  Feb.  2, 
1996  that  I think  says  it  all.  “Analysts  say,”  says  the 
article,  “that  the  deal  also  makes  sense  for  United, 
which  has  just  finalized  its  $ 1.7-billion  acquisition 
of  MetraHealth  Co.  Nearly  78%  of  MetraHealth’s 
10.7  million  members  are  enrolled  in  pay-as- 
you-go  plans,  which  make  less  money  for  their 
insurers  . . . The  acquisition  of  HealthWise  will  give 
United  an  opportunity  to  convert  those  members 
into  the  more  lucrative  HMO  plans.”  In  other 
words,  they  will  be  traded  out  of  traditional  fee-for- 
service  plans  into  cheap  managed  non-care  plans. 

I have  long  championed  the  private  practice  of 
medicine  in  both  not-for-profit  and  proprietary  hos- 
pitals, where  patient  care  was  first  rate  because  the 
patient’s  doctor  was  captain  of  the  ship.  But  the 
Medicine  that  I see  developing  around  me  today, 
both  inside  and  outside  of  the  hospital,  is  a business 
run  by  bean-counters,  entrepreneurs  that  have  no 
knowledge  of  or  interest  in  patients,  or  doctors  or 
what  doctors  do,  either,  except  that  it  should  cost 
their  shareholders  as  little  money  as  possible  with- 
out killing  or  maiming  the  patient  so  as  to  maxi- 
mize their  income.  That  it  results  in  inferior  medi- 
cal care  is  no  concern  of  theirs,  since  it  is  the  doctor 
who  gets  blamed,  anyway,  when  things  go  badly  for 
the  patient.  What  is  even  worse,  the  physician 
members  of  many  of  the  MCOs  are  forbidden  to 
discuss  with  their  patients  enrolled  m the  plan  op- 
tions that,  though  they  are  unavailable  as  a part  of 
the  plan’s  benefits,  would  be  to  the  patient’s  advan- 
tage medically.  Further,  the  doctor  is  forbidden  to 


reveal  to  the  patient  any  financial  advantage  that 
might  accrue  to  the  doctor  through  cost  contain- 
ment, euphemistic  for  limiting  care  of  the  patient. 
This  gag  provision  has  been  ruled  unethical  by  the 
AMA’s  Council  on  Ethical  and  Judicial  Affairs 
(CEJA),  and  doctors  who  bow  to  the  provision  are 
therefore  considered  to  be  practicing  unethically. 
Whether  or  not  the  doctor  is  practicing  ethically  is 
also,  of  course,  no  concern  of  the  bean-counters 
who  run  the  show. 

Medicine,  by  which  I mean  the  art  and  science, 
is  a sick  animal,  perhaps  this  time  terminal.  It  is  my 
conviction  that  it  cannot  survive  solely  as  a busi- 
ness, since  my  observations  indicate  to  me  it  is  dy- 
ing. Perhaps  indeed  the  only  hope  for  our  patients  is 
a single  payer  system  from  which  the  profit  motive 
is  completely  removed,  in  which  the  patient  has  a 
free  choice  of  physician  and  consultants,  and  of  the 
venue  of  his  treatment,  dictated  by  the  fully  dis- 
closed plan  he  buys  from  that  system.  I need  to 
make  it  perfectly  clear  in  that  context  that  not-for- 
profit  does  not  mean  and  never  has  meant  non- 
profit, since  many  not-for-profit  entities  of  my  ac- 
quaintance make  tons  of  money.  Hence  my 
stipulation  that  this  system  be  truly  non-profit.  This 
means  that  if  it  is  government  controlled,  no  agency 
would  have  the  power  to  siphon  off  its  premium- 
generated income  to  balance  some  other  budget,  as 
they  do  now.  All  overage  would  have  to  go  back 
into  patient  care. 

I do  not  expect  that  to  happen,  or  to  work  even  if 
it  did,  since  the  inefficiency  of  the  bureaucratic 
governmental  agency  that  would  eventuate  would 
negate  any  possible  advantages  it  might  otherwise 
lend  to  the  system,  and  anyway  all  socialistic  sys- 
tems are  despotic  by  nature.  Which  leads  us  back 
again  into  the  private  sector.  Though  I may  have 
missed  a few  obscure  exceptions,  in  nearly  every 
for-profit  health  care  system  that  I have  come  into 
contact  with,  the  people  who  always  seem  to  wind 
up  in  charge  seldom  have  any  clear  notion  of  what 
constitutes  a “fair”  profit,  except  that  it  is  whatever 
in  their  estimation  can  be  squeezed  out  of  the  sys- 
tem without  killing  it.  I think  this  time  they  have 
overstepped,  they  being  whoever  is  in  charge  wher- 
ever in  the  system  they  might  be.  Considering  the 
aphorisms  that  opened  this  piece,  with  which  I 
have  no  quarrel  except  as  noted  in  the  included 
caveat,  I am  not  optimistic  about  our  sick  animal’s 
prognosis. 

But  I should  like  to  point  out  to  all  you  entrepre- 
neurs out  there  that  when  a patient  dies,  his  tape- 
worm does,  too. 

J.B.T. 
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The  TMA  Student  Loan  Fund: 

An  Appreciation 

Elsewhere  in  this  issue  of  the  Journal  is  a letter 
published  as  a Special  Item,  written  by  John 
Burkhart,  M.D.,  to  Bill  Wallace  on  the  occasion  of 
Bill’s  retirement  after  24  years  of  service  to  the  As- 
sociation, 22  of  them  spent  directing  what  started 
out  as  the  struggling  entity  known  as  the  Student 
Loan  Fund.  Together,  Bill  and  the  committee,  later 
the  board,  under  the  leadership  and  guidance  of  Dr. 
Burkhart,  gradually  transformed  the  fund  into  the 
highly  successful  and  well-funded  TMA  Student 
Education  Fund.  Dr.  Burkhart’s  letter  deserves  spe- 
cial comment  as  much  in  recognition  of  the  writer’s 
contributions  as  those  of  the  subject,  since  the  fund 
as  it  exists  today  has  been  a team  effort.  Dr. 
Burkhart  expended  a vast  amount  of  time  and  effort 
during  his  career  in  organized  medicine  pleading 
with  the  doctors  who  have  at  one  time  or  another 
made  up  the  TMA  Board  and  Elouse  of  Delegates 
for  funds  to  lend  students  who  would  likely  have 
found  a medical  education  beyond  their  means,  thus 
enabling  them  to  become  our  colleagues.  A source 
of  opposition  at  one  time  to  the  fund’s  continued  ex- 
istence was  the  failure  of  beneficiaries  to  repay  their 
loans.  This  rate  was  lowered  and  kept  low  through 
the  perseverance  and  hard  work  of  Dr.  Burkhart  and 
his  board  by  using  a careful  selection  process,  and 
their  diligence  in  pressing  for  repayment. 

Regardless  of  the  enthusiasm  and  energy  of  the 
volunteers,  however,  any  such  program  must  have 
staffing  that  is  at  least  adequate.  In  Bill  Wallace  it 
proved  to  be  superb,  providing  both  the  sound  busi- 
ness judgment  and  the  devotion  to  duty  that  would 
compliment  the  diligence  and  enthusiasm  of  Dr. 
Burkhart,  so  that  together  they  formed  an  unbeat- 
able team  in  behalf  of  needy  students. 

Last  April  at  its  annual  meeting  the  TMA  House 
of  Delegates  adopted  a resolution,  published  in 
the  June  issue  of  the  Journal,  commending  Bill 
Wallace  for  his  faithful  service  to  the  Association 
from  1971  to  1995.  For  22  of  those  years  he  di- 
rected the  Student  Education  Fund.  Other  areas  of 
service  that  also  came  under  his  purview  were  such 
programs  as  the  Rural  and  Community  Health  Con- 
ferences, the  Medicine  and  Religion  breakfasts,  and 
the  Exhibits  at  the  annual  meeting,  all  of  which  du- 
ties he  fulfilled  with  distinction. 

Bill  Wallace  came  to  the  TMA  in  1971  from  the 
Alabama  Medical  Association,  where  he  was  known 
as  “Dub.”  (He  still  is  to  me.  I hope  he  doesn’t 
mind.  At  least  he  never  complained  when  I failed 


some  time  later  to  follow  the  crowd.)  Among  his 
first  duties  was  the  staffing  of  the  relatively  new 
Committee  on  Continuing  Medical  Education,  the 
chairmanship  of  which  I had  just  inherited  from 
Rudolph  Kampmeier,  M.D.  That  assignment,  which 
he  pursued  with  his  usual  expertise  and  enthusiasm, 
was  quite  brief,  because  the  expansion  of  the 
committee’s  duties  the  next  year  to  include  accredi- 
tation of  hospital  CME  programs,  with  the  surveys 
it  entailed,  necessitated  the  employment  of  a full- 
time Director  of  CME,  and  with  the  coming  of  Jim 
Ingram  in  1973,  Bill  went  on  to  fill  other  assign- 
ments. (I  need  to  note  here  that  Jim’s  employment 
brought  the  total  number  of  staff  to  five.)  Because  I 
value  that  early  close  association  with  Dub  (not 
Bill),  I wished  to  add  my  own  appreciation  of  him 
to  the  one  expressed  so  eloquently  by  Dr.  Burkhart. 

There  will  be  no  better  opportunity  than  this  for 
me  to  express  also  my  appreciation  of  and  to  Dr. 
Burkhart — of  him  for  all  the  things  he  has  done  for 
Medicine,  organized  and  otherwise,  which  includes 
not  only  his  work  with  the  Education  Fund  and 
keeping  the  TMA’s  Bylaws  in  order,  but  also  year 
after  year  until  three  years  ago,  when  he  retired, 
having  kept  those  of  us  who  delighted  in  his  com- 
pany on  the  TMA  Delegation  to  the  AMA  both 
honest  and  loose,  and  to  him  for  his  friendship  for 
these  oh,  so  very  many  years. 

I almost  never  see  either  Dub  (Bill)  or  John  any- 
more, and  I miss  them  both.  Whether  or  not  you  rec- 
ognize it,  so  also  will  you  all,  if  you  don’t  already. 

J.B.T. 


BO  in  memeriom°  os 


Samuel  S.  Lambeth,  age  82.  Died  January  11,  1996. 
Graduate  of  University  of  Virginia  School  of  Medicine. 
Member  of  Blount  County  Medical  Society. 


per/onnl  noui/ 


William  E.  Bennett,  M.D.,  Harriman,  has  been  elected  a 
Fellow  of  the  American  College  of  Physicians. 

Barton  M.  Clements,  M.D.,  Celina,  has  been  elected  a 
Fellow  of  the  American  College  of  Surgeons. 

Randy  L.  Denton  Jr.,  M.D.,  Kingston,  has  been  certified 
as  a Diplomate  of  the  American  Board  of  Pediatrics. 

Albert  Handal,  M.D.,  Portland,  has  been  elected  a Fellow 
of  the  American  College  of  Surgeons. 

T.  David  Sisk,  M.D.,  Germantown,  was  named  “1996 
Sports  Medicine  Physician  of  the  Year”  by  the  Tennessee 
Athletic  Trainers  Society. 


134 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


new  membef/ 


The  Journal  takes  this  opportunity  to  welcome  these  new 
members  to  the  Tennesssee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Richard  L.  Cox,  M.D.,  Cleveland 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

James  M.  Stallworth,  M.D.,  Crossville 

GREENE  COUNTY  MEDICAL  SOCIETY 

Leonard  J.  Gardberg,  M.D.,  Greeneville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Tidence  L.  Prince,  M.D.,  Knoxville 
Candace  A.  Robertson,  M.D.,  Knoxville 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  G.  Barr,  M.D.,  Columbia 
Joseph  F.  Wade,  M.D.,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Charles  G.  Ryan  Jr.,  M.D.,  Athens 

MEMPHIS-SHELBY  COUNTY  MEDICAL  SOCIETY 

Valerian  Chyle  Jr.,  M.D.,  Memphis 
Carrie  L.  Dowling,  M.D.,  Memphis 
Lisa  Fara,  M.D.,  Memphis 
Kristin  M.  Miller,  M.D.,  Memphis 
Susan  Christine  F.  Nelson,  M.D.,  Memphis 
Ann  Maria  Newsome,  M.D.,  Memphis 
James  A.  O'Donnell  II,  M.D.,  Memphis 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  Janu- 
ary 1996.  This  list,  supplied  by  the  AMA,  does  not 
include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate  valid 
for  one,  two,  or  three  years.  For  the  one-year 
award,  physicians  report  50  hours  of  continuing 
medical  education,  including  20  hours  of  Category 
1;  for  the  two-year  award,  physicians  report  100 
hours  of  CME,  including  40  hours  of  Category  1; 
for  the  three-year  award,  physicians  report  150 
hours  of  CME,  60  of  which  are  Category  1.  Each 
application  for  the  PRA  must  also  verify  participa- 
tion in  Category  2 CME  activities. 

John  R.  Bertuso,  M.D.,  Kingsport 
David  C.  Chajfin,  M.D.,  Cleveland 
Arnold  M.  Drake,  M.D.,  Memphis 
Nelson  R.  Foster,  M.D.,  Eranklin 
James  M.  Hamlett,  M.D.,  Memphis 
Charles  D.  Haney,  M.D.,  Pulaski 
John  W.  Lamb,  M.D.,  Nashville 
David  D.  Long,  M.D.,  Oak  Ridge 
Debra  L.  McGinn,  M.D.,  Kingsport 
Larry  D.  Reed,  M.D.,  Crossville 
Randall  G.  Samples,  M.D.,  Cookeville 
Harrison  D.  Turner,  M.D.,  Kingsport 
Cynthia  C.  Youree,  M.D.,  Brentwood 


Michael  J.  Ruckenstein,  M.D.,  Memphis 
Rose  Mary  S.  Stocks,  M.D.,  Memphis 
Thomas  C.  Vinson,  M.D.,  Memphis 
Robert  C.  Walton,  M.D.,  Memphis 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Ramon  J.  Aquino,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Mark  W.  Jacokes,  M.D.,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Ronald  L.  Rish  Jr.,  M.D.,  Livingston 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Mark  A.  Atkins,  M.D.,  Murfreesboro 
David  S.  Martin,  M.D.,  Murfreesboro 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Richard  K.  McDavid,  M.D.,  Johnson  City 
Michael  J.  Pelletier,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Gregory  G.  White,  M.D.,  Lebanon 

Actions  of  the  Tennessee  State 
Board  of  Medical  Examiners 

January,  1996 

Name:  Kayann  Davis,  M.D.,  aka  Katherine  Angeles, 

(Manalapan,  NJ) 

Violation:  Disciplinary  action  taken  in  New  Jersey. 
Action:  Per  agreed  order,  license  voluntarily  sur- 
rendered; may  not  apply  for  reinstatement  until  li- 
cense is  in  good  standing  in  New  Jersey. 

Name:  Arun  K.  Jain,  M.D.  (Delhi,  India) 

Violation:  Disciplinary  action  taken  in  Georgia  for 
sexual  misconduct. 

Action:  Per  agreed  order,  license  suspended  for  six 
months;  license  placed  on  probation  for  five  years 
thereafter;  must  obtain  psychiatric  assessment  within 
90  days  of  returning  to  United  States;  must  enter  into 
peer  assistance  contract  for  at  least  five  years;  must 
have  attendant  present  at  all  times  when  examining  or 
treating  female  patients  during  probationary  period; 
must  notify  Tennessee  Board  when  he  returns  to 
Georgia;  failure  to  abide  by  terms  of  probation,  state 
or  federal  laws  regulating  the  practice  of  medicine, 
and  rules  or  regulations  of  the  Tennessee  Board  of 
Medical  Examiners  shall  subject  license  to  revocation, 
and  shall  not  be  subject  to  restoration. 

Name:  Will  Quarles,  M.D.  (Livingston) 

Violation:  Repeated  negligence. 

Action:  Per  agreed  order,  license  suspended  for  six 
months,  suspension  stayed  pending  successful 
completion  of  two-year  probationary  period;  must 
complete  six  weeks  of  intensive  training;  must  main- 
tain contract  with  Impaired  Physician  Program. 

Name:  Victor  Suvillaga,  M.D.  (Wilmington,  NC) 
Violation:  Disciplinary  actions  taken  in  North 
Carolina  and  Georgia. 

Action:  Reprimanded;  assessed  civil  penalty  of  $100. 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

January  13-14, 1996 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical  Associa- 
tion at  its  regular  first  quarter  meeting  in  Nashville,  January  13-14,  1996.  THE  BOARD: 


Strategic  Plan 

Accepted  the  strategic  plan  as  prepared  by  Mr.  Bill 
Stiles,  president,  Stiles  Healthcare  Strategy. 

Nominating  Committee 

Appointed  the  following  members  of  the  1996  Nomi- 
nating Committee  representing  each  grand  division.  East 
Tennessee:  Drs.  Clark  E.  Julius,  Knoxville;  Charles  Ed 
Allen,  Johnson  City;  John  W.  McCravey,  Chattanooga. 
Middle  Tennessee:  Drs.  Fred  Ralston  Jr.,  Fayetteville;  R. 
Gary  Samples,  Cookeville;  Rueben  A.  Bueno,  Nashville. 
West  Tennessee:  Drs.  John  W.  Hale,  Union  City;  Jesse  C. 
Woodall  Jr.,  Memphis;  and  Charles  W.  White,  Lexington. 

Appointment  of  Standing  and  Special  Committees 

Nominated  and  approved  members  to  serve  on  each  of 
the  TMA  standing  and  special  committees. 

Distinguished  Service  Awards 

Voted  to  name  Drs.  Jerre  Freeman,  Memphis-Shelby 
County  Medical  Society;  and  J.B.  Mehta,  Washington- 
Unicoi-Johnson  County  Medical  Association,  as  recipi- 
ents of  the  TMA  1996  Distinguished  Service  Awards. 

Community  Service  Awards 

Voted  to  name  Nashville  Comprehensive  Care  Center, 
Nashville;  Mrs.  Evelyn  (Lyn)  Overholt,  Knoxville;  and 
Mrs.  Bena  Cates,  Memphis,  as  recipients  of  the  TMA 
1996  Community  Service  Awards. 

Review  of  Resolutions 

Reviewed  resolutions  adopted  in  1989  that  had  been 
modified  by  TMA  staff  at  the  direction  of  the  Board  for 
final  approval  and  support. 

TMA  Physician  Services,  Inc. 

Received  a report  from  Dr.  Charles  White,  Lexington, 
president  of  TMA  Physician  Services,  Inc.,  outlining  the 
history  of  Physician  Services  and  the  composition  of  the 
board  of  directors.  The  Board  agreed  an  annual  report 
should  be  presented  to  the  Board  of  Trustees  in  April 
with  the  accounting  firm  responsible  for  the  financial  au- 
dit of  TMA  Physician  Services,  Inc.  available  at  that  time 
as  well. 

The  TMA  Association  Insurance  Agency  Inc. 

Received  an  annual  report  from  Mr.  George  Knox,  vice- 
president  of  The  TMA  Association  Insurance  Agency,  Inc. 

TMA  Physician  Resource  Network,  Inc. 

Appointed  the  following  physicians  to  serve  a one- 
year  term  on  the  TMA/PRN — Primary  Care  Represen- 
tation: Drs.  Charles  Ed  Allen,  Johnson  City;  Leonard 
W.  Brown,  Knoxville;  Robert  D.  Kirkpatrick,  Memphis; 


Michael  A.  McAdoo,  Milan;  Thurman  L.  Pedigo,  Nash- 
ville; and  Charles  W.  White,  Lexington.  Geographic  & 
Specialty  Representation:  Drs.  David  R.  Barnes,  Chatta- 
nooga; Harold  Vann,  Clarksville;  Richard  M.  Pearson, 
Memphis;  Barrett  F.  Rosen,  Nashville;  and  Charles  T. 
Womack,  Cookeville.  Representing  TMA  Staff:  Mr. 
Donald  H.  Alexander,  CEO.  Representing  TMA  Physician 
Services,  Inc.:  Mr.  L.  Hadley  Williams,  vice-president. 

Advisory  Committee  for  Crippled  Children’s  Services 

Agreed  to  submit  the  following  nominations  to  the 
state  for  consideration  of  appointment  to  the  Advisory 
Committee  for  Crippled  Children’s  Services:  Drs.  Tho- 
mas Mitoraj,  Bristol;  Douglas  Cobble,  Greeneville. 

IMPACT  Board  of  Directors 

Reaffirmed  the  nine  members  of  the  IMPACT  Board 
of  Directors;  additionally,  appointed  Mrs.  Sue  Vegors, 
Jackson,  as  the  TMA  Alliance  representative. 

Board  of  Medical  Examiners’  Council  on 
Respiratory  Care 

Agreed  to  submit  the  following  nominations  to  the 
state  for  consideration  of  appointment  to  the  Board  of 
Medical  Examiners’  Council  on  Respiratory  Care  (non- 
physician position):  Joseph  W.  Kozakowski  Jr.,  Kingsport; 
Lindsey  Spurlock,  Cookeville. 

Tennessee  Delegation  to  the  AMA 

Received  a report  from  Dr.  Allen  Edmonson,  chairman 
of  the  AMA  delegation,  on  actions  taken  at  the  Interim 
Meeting  in  December.  The  Board  agreed  to  appoint  a 
task  force  to  bring  information  and  recommendations  on 
the  AMA’s  Study  of  the  Federation  to  a special  reference 
committee  at  the  1996  TMA  House  of  Delegates. 

TMA  Alliance 

Received  a written  report  from  Mrs.  Lyn  Overholt, 
president  of  the  TMA  Alliance.  The  Board  agreed  that 
grant  monies  issued  to  the  Alliance  may  go  toward  health 
grants  rather  than  youth  health  grants  as  was  done  in  the 
past;  the  Board  further  agreed  that  areas  of  the  state  not 
using  all  the  grant  money  allocated  to  them  may  be  used 
in  other  areas  of  the  state. 

County  Medical  Examiners 

Agreed  to  send  correspondence  to  the  Governor  re- 
questing that  county  medical  examiners  remain  part  of 
the  Department  of  Health  and  not  be  moved  into  the  Ten- 
nessee Bureau  of  Investigation. 

1996  Budget 

Approved  the  Finance  Committee’s  recommendation 
for  a budget  of  $2,579,400.  □ 
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A Tribute  to  Bill  Wallace 


A dinner  was  held  in  January  for  William  V.  “Bill”  Wallace  to 
thank  him  for  his  24  years  of  service  to  the  TMA.  Bill  (center) 
was  congratulated  on  his  retirement  by  the  TMA -Student  Edu- 
cation Fund  officers  Drs.  E.  Conrad  Shackleford  Jr.,  secretary/ 
treasurer  (left)  and  Charles  Ed  Allen,  president  and  chairman 
of  the  TMA-SEF  Board. 


Dear  Bill: 

I am  truly  sorry  that  this  letter  must  substitute  for 
my  presence  at  the  dinner  which  most  appropriately 
recognizes  and  honors  your  valuable  contributions  to 
the  achievements  and  successes  of  the  Tennessee 
Medical  Association  Student  Education  Fund.  I regret 
that  I am  unable  to  be  present,  for  I would  greatly  en- 
joy the  opportunity  to  share  in  the  occasion  and  to  ex- 
press my  own  feelings  and  opinions  of  your  tremen- 
dous service  to  an  organization  which  has  long  been 
one  of  my  cherished  projects. 

The  history  of  the  TMA-SEF  extends  over  30  years 
and  has  involved  many  individuals  in  its  supervision 
and  administration.  It  began  as  an  idea  that  became  a 
reality  through  the  commitment  and  generous  support 
of  the  Tennessee  Medical  Association  Board  of  Trust- 
ees, the  House  of  Delegates,  the  active  membership, 
and  the  Board  of  Directors  that  was  formed  to  shepherd 
its  growth  and  development.  It  evolved  from  a hip 
pocket  type  of  activity  into  a computerized  entity,  and 
its  financial  base  grew  from  hundreds  to  millions  of 
dollars.  It  has  made  the  difference  for  a multitude  of 
students  as  to  whether  or  not  they  were  able  to  realize 
their  dreams  and  to  embark  on  a career  in  medicine. 
Through  them  it  has  blessed  the  people  of  Tennessee 
and  surrounding  states.  It  has  been  a boon  to  those 
who  have  utilized  its  resources,  to  those  who  depend 
on  the  care  of  its  graduates,  and  to  the  Tennessee 
Medical  Association  itself,  which  has  basked  in  the 
rewarding  glow  of  having  participated  in  a service  so 


Dr.  Robert  E.  Bowers,  TMA  president  (left)  along  with  Donald 
H.  Alexander,  TMA  chief  executive  officer  (second  from  right), 
and  L.  Hadley  Williams,  vice-president  of  TMA  Physician  Ser- 
vices Inc.  (far  right),  pictured  here  with  Bill,  shared  in  the 
evening’s  events  exchanging  stories  about  him  with  friends  and 
family  in  attendance. 


much  needed  and  so  worthy  of  its  name  and  association. 

In  all  of  the  history  of  its  accomplishment,  no  single 
individual  should  feel  more  personal  pride  in  its  ful- 
fillment than  Bill  Wallace.  From  the  onset  of  your 
involvement  with  the  TMA-SEF,  it  became  a closely 
supervised,  controlled,  effective,  and  businesslike 
structure.  The  Board  of  Directors  became  more  knowl- 
edgeable concerning  its  conduct  and  its  condition, 
more  aware  of  the  personalities,  needs,  and  attitudes  of 
those  whom  it  served,  and  there  emerged  an  organiza- 
tion whose  assets  and  liabilities  though  already  known 
became  more  explicit  and  precise,  so  that  the  operation 
and  utilization  of  those  assets  could  be  more  compre- 
hensively and  more  beneficially  utilized.  In  short,  it 
became  a first  class  operation. 

Bill,  this  dinner  tonight  and  this  letter  are  meant  to 
be  a tribute  to  you  for  your  dedicated  efforts,  your  de- 
voted service,  and  your  tremendous  contribution  to  the 
life,  growth,  and  functions  of  the  TMA-SEF.  To  try  to 
express  these  thoughts  to  you  a little  more  clearly  and 
concisely,  let  me  just  repeat  to  you  those  eternal  words 
that  some  day  all  of  us  would  be  pleased  to  hear — 
“Well  done,  good  and  faithful  servant.” 

Thank  you.  Bill  Wallace,  from  all  of  us. 

Sincerely, 

John  H.  Burkhart,  M.D. 

Former  President  and  Chairman 

TMA-SEF  Board  of  Directors 
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TMA  Alliance  Report 


Availability  of 
Physicians'  Directory 


Jump  Start  ’96 


The  Tennessee  Medical  Association  Alliance 
(TMAA)  is  about  to  launch  Jump  Start  ’96.  Jump  Start 
is  a three-day  series  of  meetings  with  state  alliance 
leaders  going  into  each  region  of  the  state  to  meet 
with  county  alliance  leaders.  The  goal  is  to  prepare 
each  alliance  as  early  as  possible  to  implement  all  the 
programs  and  projects  of  the  TMAA,  and  to  reach  the 
maximum  number  of  people. 

A travel  team,  made  up  of  TMAA  officers,  the 
TMAA  executive  secretary,  and  a field  director  from 
AMAA,  wilt  begin  in  West  Tennessee  on  May  14, 
travel  to  Middle  Tennessee  on  May  15,  and  complete 
the  mission  on  May  16  in  East  Tennessee  with  a ses- 
sion for  the  upper  and  lower  east  regions  combined. 
Each  day  will  be  packed  with  intense  activity.  Work- 
shops will  be  held  for  presidents,  presidents-elect, 
treasurers,  and  the  chairmen  of  AMA-ERF,  Health 
Promotion,  Legislative  Affairs,  and  Membership  De- 
velopment. The  AMAA  field  director  will  bring  her 
expertise  and  training  from  the  national  level.  Samples 
of  material  available  from  the  AMAA  will  be  on  dis- 
play. This  day  is  also  a great  opportunity  to  share 
ideas  and  information  with  fellow  alliance  leaders. 

The  “real”  work  of  the  TMAA  occurs  at  the  county 
level.  State  leaders  are  eager  to  share  their  energy  and 
to  assist  in  every  possible  way  in  making  the  coming 
year  run  as  smoothly  and  successfully  as  possible.  By 
“Jump  Starting”  each  alliance  at  a very  early  date, 
TMAA  expects  to  have  a banner  year  in  1996-1 997.  □ 

Annelle  Bond 
TMAA  President-Elect 


r MOVING?  Send  Us  Your  Address  1 

I Please  notify  us  six  weeks  in  advance.  | 

' Old  Address  ' 

I Name I 

I Address I 

I City/State/Zip 1 

I New  Address  I 

I Address  I 

I City/State/Zip I 

I Effective  Date  of  New  Address | 

I Send  to:  TMA,  PO  Box  120909,  Nashville,  TN  37212-0909  | 

I 1 


The  Board  of  Medical  Examiners  is  making 
available  to  licensed  physicians  a directory  of  all 
physicians  currently  licensed  in  the  State  of 
Tennessee.  This  directory  is  an  alphabetical 
listing  and  contains  the  licensee's  last  name,  first 
name,  middle  initial,  generational  index  (Jr.,  Sr., 
etc.),  mailing  address,  and  business  phone.  When 
the  specialty  of  the  licensee  has  been  provided,  it 
is  also  included. 

The  directory  listing  will  be  accessed  from  our 
computer  files  and  will  be  periodically  updated  to 
guarantee  that  the  data  is  as  cument  as  possible. 

Cost  for  this  directory  will  be  $ 10.00.  This  will 
cover  all  costs  associated  with  handling  and 
shipping.  Please  limit  each  request  to  one  copy. 
Multiple  copies  requested  by  a single  licensee 
will  not  be  processed.  All  requests  should  be 
submitted  on  the  attached  order  form 
accompanied  by  a check  or  money  order  for 
$10.00.  Sorry,  no  c.o.d.'s.  Also,  directories  must 
be  mailed  to  a current,  complete  mailing  address; 
no  P.O.  boxes  will  be  accepted. 


06)001 -$10.00 

PHYSICIAN 

DIRECTORY  REQUEST  FORM 

LICENSE  NO. 

NAME 

LAST  FIRST  M.I. 

ADDRliSS 


p_0.  BOXES***** 

Check  or  money  order  made  payable  to: 

TENNESSEE  BOARD  OF  MEDICAL 
EXAMINERS 

Mail  form  accompanied  by  payment  to: 
Tennessee  Board  of  Medical  Examiners 
c/o  Dairell  Collier 
283  Plus  Park  Boulevard 
Nashville,  TN  37247-1010 
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PATRIOT  INVESTMENT  MANAGEMENT 


CONSERVATIVE,  PROFESSIONAL,  MONEY  MANAGEMENT 

SPECIALIZING  IN  NO-LOAD  MUTUAL  FUND  MANAGEMENT 
WITH  AN  EMPHASIS  ON  CAPITAL  PRESERVATION  AND  SUPERIOR  RISK  ADJUSTED  RETURNS. 
FEE  ONLY  REGISTERED  INVESTMENT  ADVISORS 

MONEY  MANAGEMENT  FOR  INDIVIDUALS,  401(k)’s,  and  RETIREMENT  ACCOUNTS 

MEMBER,  NAPFA 

91 1 1 Cross  Park  Drive,  Suite  D-253,  Knoxville,  TN  37923 

Phone:  (800)  539-2479 


Operational  Policy  & 
Procedure  Manuals 

Customized  For  The 
Physician  Office 


Carolyn  Avery  & Associates,  Inc. 

PO  Box  159012  * Nashville,  TN  37215 

(615)  383-6321 


MADISON  HIXSON  NASHVILLE  ETOWAH  KINGSPORT 


WeVe  Got  Tennessee  Covered! 

Whether  you  live  in  the  nation's  heart  of 
country  music,  enjoy  the  cultural  and 
recreational  pleasures  afforded  by  a major 
metropolitan  area,  or  simply  enjoy  the 
tranquility  of  the  rural  South,  we  have  an 
oppormnity  that's  right  for  you. 

Our  contracted  physicians  enjoy  competitive 
compensation,  flexible  scheduling  with  no 
on-call  and  paid  malpractice  insurance. 

If  Tennessee  is  where  you  want  to  practice, 
we  have  an  opportunity  that  suits  your 
needs.  For  more  information  about 
opportunities  with  Team  Health,  please 
call  Lezlie  Raney  or  Kaye  Flynn  at 

1-800-342-2898 

TEAM 

HEALTH 


ATHENS  LOUDON  DICKSON  KNOXVILLE  SEWANEE 


Does  Your  Practice  Comply 
With  1996  OSHA  Regulations? 

■ OSHA  compliance  audits 

■ Effective  employee  training 

■ Annual  updates 

■ Custom  manuals 

■ Safety  guidelines 

■ Hazard  Communication/Exposure  Control 

Contact  Us 
Today  For  An 
Assessment 
Free  Of  Charge! 


H Ellis 

Medical  Consulting 
(615)  371-1506 
Brentwood,  TN 


PUBLIC  HEALTH  PHYSICIAN  POSITIONS 

The  Tennessee  Department  of  Health  is  recruiting  physi- 
cians for  four  Regional  Health  Officer  positions,  based  in 
Nashville,  Columbia,  Johnson  City,  and  Blountville.  Salary 
in  mid-80s  to  low-90s.  Applicants  must  have  an  MD  or 
DO  degree  and  post  medical  education  and  clinical  expe- 
rience in  a primary  care  specialty  totaling  at  least  three 
years.  A master's  degree  in  public  health  may  be  substi- 
tuted for  two  years  of  experience.  Must  be  licensed  in 
Tennessee.  Further  details  available  from:  Ruth  M. 
Hagstrom,  M.D.,  Tennessee  Department  of  Health, 
Cordell  Hull  Bldg  - 5th  Floor,  426  5th  Ave.  N.,  Nashville, 
TN  372475001.  Phone  (615)  532-2431.  TDH  is  an  equal 
opportunity,  equal  access,  affirmative  action  employer. 


FAMILY  PRACTITIONERS 

Rural  community  health  centers  located  in  beautiful 
mountains  of  northeast  Tennessee  are  accepting 
CVs  from  Family  Practitioners,  Internists,  and  other 
Board-eligible/Board-certified  physicians.  Guaran- 
teed salary  with  excellent  benefits  including  paid 
malpractice  insurance,  continuing  education  as- 
sistance, a retirement  program,  and  moving  ex- 
pense allowance.  Approved  loan  repayment  site. 

Contact  Ms.  Taunja  Bogart,  Rural  Health  Services 
Consortium,  3825  Hwy.  66  South,  Rogersville,  TN 
37857.  Phone:  (615)  272-9163.  (EOE) 
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OFFICE  VASCULAR  LAB 
FOR  SALE 

IMEX  Lab-3000 

SIX  YEARS  OLD  IN  EXCELLENT  CONDITION 

• Carotid  Arterial 

• Peripheral  Arterial 

• Venous  Testing 

$2,895.00 — All  Manuals  & Materials 
Call  (615)  384-2714 


EMERGENCY  MEDICINE 
TENNESSEE 

Opportunities  available  for  primary  care  physicians 
in  emergency  medicine  located  in  Western  Tennes- 
see. Convenient  to  Memphis.  Competitive  remu- 
neration. Lo\w  to  moderate  volume. 

For  more  details  contact  Rachel  Murff,  Coastal  Phy- 
sician Services  of  the  Midwest,  at  (800)  777-1301. 


mtfORkmw 

FR IM.  OB.  PEDS... 


Tennessee  National 

45-rCities  750+Cities 

Nashville  Memphis  Huntsville  Cincinatti 

Clarksville  Knoxville  Little  Rock  Birmingham 

Kingsport  Morristown  Louisville  St.  Louis 

Needed  in  Eastern  TN:  Ortho  (spine),  Oph,  Allergy, 
Rheum,  Psych,  Derm,  FP  and  IM 

The  Curare  Group,  Inc. 

(SOO)S8II-2028  Fai(8l2)32l-0fiS8 

M-F  9:00am-8:00pm,  Sat  l-5pm  EST  #ci95mab 


PRIMARY  CARE  TENNESSEE 

Suburban  community  of  Nashville  is  seeking  IM  & FP 
physicians  for  exciting  practice  opportunities  offering  ex- 
cellent remuneration  packages. 

EMERGENCY  MEDICINE— 

TENNESSEE,  ARKANSAS  & FLORIDA 

NASHVILLE,  TN— 14,000  ED— 12-hour  shifts— $90  an 
hour.  Need  to  be  BE/BC  in  primary  care  specialty  with 
minimum  of  2,000  hours  EM  experience. 

FORREST  CITY,  AR— 14,000  volume  ED— 12  or  24 
hour  shifts — Generous  remuneration  package.  Need  to 
be  BC/BE  in  a primary  care  specialty  with  a minimum  of 
2,000  hours  EM  experience. 

All  offering  very  generous  re- 
muneration packages  and  all  of 
the  amenities  of  a Florida  life- 
style. Need  to  be  BC/BE  in  a 
primary  care  specialty  with 
minimum  of  2,000  hours  EM 
experience. 

FOR  MORE  INFORMATION  CONTACT: 

DAVE  MCLEOD 

EMERGENCY  CARE  SPECIALISTS 
1550  NE  MIAMI  GARDENS  DRIVE,  SUITE  504 
NORTH  MIAMI  BEACH,  FL  33179 
PHONE:  800-372-2600;  FAX:  305-947-9990 


PSYCHIATRISTS  NEEDED 

Psychiatrists  sought  to  join  the  South’s  fastest  growing 
temporary/part-time  mental  health  provider  pool. 

COMPETITIVE  FEES 

24-hour,  “PRN”  opportunities  available 
7 days  a week. 

Fax  or  mail  resumes  to: 

Mental  Healthcare  Management  Services,  Inc. 
P.O.  Box  2508 
Brentwood,  TN  37024-2508 
Fax:  (615)  661-4491;  Phone  (800)  572-6213 


FT.  LAUDERDALE,  FL 
CLEWISTON,  FL 
BELLE  GLADE,  FL 
SEBRING,  FL 


Master  the  Art  of  Turning  Old  Money  Into  New 


= 

the  American  heritage  of  financial  growth  is  alive  and  well  in  the  rare  coin  marketplace.  Because  of  its  scarcity,  and  historical 
significance,  American  coinage  has  served  as  a powerful  investment  tool  for  decades.  The  opportunity  to  achieve  substantial 
gains  has  never  been  greater.  Prices  are  currently  70%  - 80%  below  their  1989  market  high.  Discover  how  America’s 
monetary  past  can  greatly  enhance  your  financial  future. 


’ Diversified  portfolios  of  rare  U.S.  silver  and  gold  coins 
’ Selected  by  one  of  the  top  portfolio  managers  in  the  country 
' All  coins  are  independently  graded  and  certified  by  PCGS  or  NGC 
' Portfolio  minimum  $15,000 

' Guaranteed  buy-back  as  well  as  10-day  return  privilege 
' Affiliated  with  an  INC  500  company 


Cambridge  Rare  Coins 


c/o  David  James  • 5214  Maryland  Way,  Suite  \ 
Brentwood,  Tennessee  37027 
1-800-426-1391  • Fax:615-371-9001 
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The  TMA  Placement  Service  is  a public  service  designed  to  assist  physicians  seek- 
ing practice  opportunities  in  Tennessee  and  communities  seeking  new  physicians 
(fee-for-service  agency  inquiries  not  accepted).  For  information  contact  the  Place- 
ment Service  Office,  PO  Box  120909,  Nashville,  TN  37212-0909— (615)  385-2100. 


LOCATIONS  WANTED 


PHYSIATRIST— age  31,  graduate  of  State  University  of  New  York  at 
Buffalo  School  of  Medicine  in  1991 — seeks  a practice  in  Middle  Ten- 
nessee. Board  eligible — physical  medicine  and  rehabilitation.  Avail- 
able August  1996.  LW-2233 


GENERAL  SURGEON — age  50,  graduate  of  McGill  University  Medi- 
cal School  in  1968— seeks  a practice  in  Tennessee.  Board  certified. 
Available  now.  LW-2235 


INTERNIST/FAMILY  PRACTITIONER— age  27,  graduate  of  Maulana 
Azad  Medical  College  (India)  in  1990 — seeks  a solo  or  group  practice 
or  industrial  staff  position  in  Tennessee.  Board  eligible.  Currently  in 
third  year  of  three-year  residency.  LW-2236 


PSYCHIATRIST— age  41,  graduate  of  Tulane  University  School  of 
Medicine  in  1979 — seeks  a group  practice,  institutional  or  industrial 
staff  position  In  Tennessee.  Board  eligible.  Available  now.  LW-2237 


PSYCHIATRIST — age  54,  graduate  of  University  of  Cape  Town 
(South  Africa)  in  1963 — seeks  a group  practice  or  institutional  staff 
position  in  Chattanooga.  Board  certified.  Available  now.  LW-2238 


GENERAL/VASCULAR  SURGEON— age  38,  graduate  of  University 
of  Tennessee  College  of  Medicine,  Memphis  in  1985 — seeks  a solo 
or  group  practice  In  East  Tennessee.  Board  certified.  Available  now. 

LW-2239 


ANESTHESIOLOGIST — graduate  of  Universidad  Autonoma  de 
Ciudad  Juarez  School  of  Medicine  (Mexico)  in  1981 — seeks  a prac- 
tice in  Tennessee.  Board  certified.  Available  now.  LW-2240 


SURGEON/FAMILY  PRACTITIONER— age  53,  graduate  of  B.J. 
Medical  College,  Ahmedabad  (India)  in  1966 — seeks  a practice  in  a 
rural  setting  in  Tennessee.  Available  now.  LW-2242 


INTERNAL  MEDICINE— age  40,  graduate  of  Faculty  of  Medicine, 
Cairo  University  (Egypt)  in  1981 — seeks  a practice  in  Tennessee. 
Completing  residency  In  June  1996.  Board  eligible. 

LW-2243 


PHYSICIANS  WANTED 

FAMILY  PRACTITIONER — needed  in  Nashville  to  join  an  HMO.  Must 
be  board  certified  or  board  eligible.  PW-1220 


GENERAL  PRACTITIONER  or  PHYSIATRIST— needed  in  Hermitage 
in  Middle  Tennessee  to  join  a group  practice.  Must  be  board  eligible. 
Needed  now.  PW-1222 


FAMILY  PRACTITIONER — needed  in  Nashville  as  a medical  director 
for  an  ambulatory  care  center.  Board  certified  or  board  eligible  pre- 
ferred. Needed  now.  PW-1223 


INTERNIST,  FAMILY  PRACTITIONER,  PEDIATRICIAN  and  OB/ 

GYN — needed  in  Etowah  in  East  Tennessee  to  join  a group  practice; 
could  offer  solo  practice.  Must  be  board  eligible.  Needed  now. 

PW-1224 


PHYSICIAN — needed  in  Memphis  for  a part-time  position  with  an  in- 
stitutional staff.  Needed  now.  PW-1225 


PEDIATRICIAN — needed  in  Nashville  to  join  a group  practice.  Must 
be  board  certified  or  board  eligible.  Needed  now.  PW-1226 


PHYSICIAN  (specializing  in  occupational  or  adult  medicine) — 

needed  in  Hermitage  in  Middle  Tennessee  to  join  a group  practice. 
Must  be  board  eligible.  Needed  now.  PW-1227 


PEDIATRICIAN — needed  in  Hendersonville  in  Middle  Tennessee  to 
join  a group  practice.  Must  be  board  eligible.  Needed  June  1996. 

PW-1228 


FAMILY  PRACTITIONER — needed  in  Hendersonville  in  Middle  Ten- 
nessee to  join  a group  practice.  Must  be  board  eligible.  Needed  July 
1996.  PW-1229 


PRIMARY  CARE  PHYSICIAN,  OB/GYN  and  PEDIATRICIAN— 

needed  in  Clarksville  in  Middle  Tennessee  to  join  a multispecialty 
group.  Must  be  board  certified  or  board  eligible.  Needed  now. 

PW-1230 
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if  this 


When  your  waiting  room  iooks  iike  this, 
you  respond  to  a different  kind  of  ca!!. 

Tlie  kind  that  makes  youi  hearttseat 
guickea  And  tets  you  stand  proud.  The 
ciaii  of  cfufy. 

You  can  answer  Amedca's  need,  today, 
as  a physician  and  an  officer  in  the  Air 
Force  Reserve,  hks  matter  how  busy 
you  are.  you’S!  find  time  to  participate.  No 
matter  how  fuit  your  Site  is,  you’i!  find  the 
adventure  amazing. 

Return  the  cai!  to  save  your  coimfry,  by 
caking  the  Reserve  office  nearest  you 
today.  We'Si  be  waiting. 

25-601 -(W 11 


Call  today! 

Sacramento,  Caiif,  t-80fr-!!SMW 
Atiama.  ea.  1-S0O624-5283 
Austin,  Texas  i.«H>«33'4388 
Youi^siowa.  Ohio  1-8(50-246-0098 


C- 
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Manuscript  Preparation — Manuscripts  should  be  submitted  in  duplicate  to  the 
Editor,  John  B.  Thomison,  M.O.,  2301  21st  Avenue  South,  Nashville,  TN  37212.  A 
cover  letter  should  identify  one  author  as  correspondent  and  should  include  his 
complete  address  and  phone.  Manuscripts,  as  well  as  legends,  tables,  and  refer- 
ences, must  be  typewritten,  double-spaced  on  8-1/2  x 11  in.  heavy-duty  white 
bond  paper.  Allow  wide  margins  on  each  page  to  facilitate  editing.  Pages 
should  be  numbered  and  clipped  together  but  not  bound.  Along  with  the 
typed  manuscripts,  we  encourage  you  to  submit  an  IBM-compatible  3-1/2" 
high-density  diskette  containing  the  manuscript  in  WordPerfect  or  ASCII 
format;  the  transmittal  letter  should  identify  the  format  used. 
Responsibility — The  author  is  responsible  for  all  statements  made  in  his  work. 
Although  rejected  manuscripts  are  generally  returned  to  the  author.  The  Journal 
is  not  responsible  for  loss.  Accepted  manuscripts  become  the  permanent  property 
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Copyright— Authors  submitting  manuscripts  or  other  material  for  publication,  as 
a condition  of  acceptance,  shall  execute  a conveyance  transferring  copyright 
ownership  of  such  material  to  The  Journal.  No  contribution  will  be  published  un- 
less such  a conveyance  is  made. 

References— References  should  be  limited  to  20  for  major  communications  and 
to  for  case  reports.  All  references  must  be  cited  in  the  text  in  numerically  con- 
secutive order,  not  alphabetically.  Personal  communications  and  unpublished 
data  should  be  included  only  within  the  text.  The  following  data  should  be  typed 
on  a separate  sheet  at  the  end  of  the  paper:  names  of  all  authors,  complete  title 
of  article  cited,  name  of  journal  abbreviated  according  to  Index Medicus,  volume 
number,  first  and  last  pages,  and  year  of  publication.  Example:  Carroll  RE, 
Berman  AT:  Glomus  tumous  of  the  hand.  J Bone  Joint  Surg  1972. 

Illustrated  Material — Illustrations  (preferably  5 x 7 in.  glossy  photos)  should  be 
identified  on  the  back  with  the  author’s  name,  the  figure  number,  and  the  word 
"top,''  and  must  be  accompanied  by  descriptive  legends  typed  on  a separate  sheet. 
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tables  to  be  used.  Illustrations  will  not  be  returned  unless  specifically  requested. 
Materials  taken  from  other  sources  must  be  accompanied  by  a written  statement 
from  both  the  author  and  publisher  giving  The  Journal  permission  to  reproduce 
them.  Photos  of  identifiable  patients  should  be  accompanied  by  a signed  release. 
Reprints— Order  blanks  with  a table  covering  costs  will  be  sent  to  the 
correspondent  author  before  publication. 
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TN  DEPARTMENT  OF  MENTAL  HEALTH/MENTAL  RETARDATION 


Full-time  practice  positions  available  in  Knoxville,  Chattanooga,  Greeneville,  Nashville,  Memphis, 
Bolivar,  and  Arlington.  Salary  potential  up  to  $140,000  based  on  specialty  and  experience.  Preferred 
specialty  in  Psychiatry,  Internal  Medicine,  or  Family  Practice  but  will  give  full  consideration  to  others. 
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Julia  Bratcher,  Superintendent 
*Clover  Bottom  Developmental  Center 
275  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  231-5372 
FAX:  (615)  231-5396 

Max  Jackson,  Superintendent 
*Arlington  Developmental  Center 
1 1 293  Memphis-Arlington  Road 
Arlington,  TN  38002-0586 
Telephone:  (901)  867-5022 
FAX:  (901)  867-5026 


Lee  Thomas,  Superintendent 
*Lakeshore  Mental  Health  Institute 
5908  Lyons  View  Pike 
Knoxville,  TN  37919 
Telephone:  (423)  584-1561 
FAX:  (423)450-5203 

Russell  Vatter,  Superintendent 
*Moccasin  Bend  Mental  Health  Institute 
100  Moccasin  Bend  Road 
Chattanooga,  TN  37405 
Telephone:  (423)  265-2271 
FAX:  (423)  785-3333 


Stanley  Lipford,  Superintendent 

*Nat  T.  Winston  Developmental  Center 

Highway  64  West 

Bolivar,  TN  38074 

Telephone:  (901)  658-4640 

FAX:  (901)  658-4640 


Elizabeth  Littlefield,  Superintendent 
*Westem  Mental  Health  Institute 
Highway  64  West 
Bolivar,  TN  38074 
Telephone:  (901)  658-5141 
FAX:  (901)  658-2783 


Robert  Erb,  Superintendent 
*Greene  Valley  Developmental  Center 
P.O.  Box  910 

Greeneville,  TN  37744-0910 
Telephone:  (423)  787-6568 
FAX:  (423)  787-6574 


Elizabeth  Banks,  Superintendent 
*Memphis  Mental  Health  Institute 
865  Poplar  Avenue 
Memphis,  TN  38174-0966 
Telephone:  (901)  524-1200 
FAX:  (901)  543-6055 


Joe  Carobene,  Superintendent 
*Middle  TN  Mental  Health  Institute 
221  Stewarts  Ferry  Pike 
Nashville,  TN  37214 
Telephone:  (615)  902-7532 
FAX:  (615)  902-7541 


These  24  hour  facilities  are  stable  and  challenging  settings  serving  children  and  adults  who  have 
developmental  disabilities  or  mental  illness.  BENEFITS  include:  professional  liability  coverage, 
comprehensive  individual  benefits  valued  at  an  additional  25%  to  salary,  academic  affiliations,  work  with 
an  excellent  team  of  professionals,  and  financial  assistance  with  job  interviews  and  relocation  expenses. 
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PCnow  Wlocct's  Oousing^ 
Your  PcxliDitcctions. 
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Xracticing  medicine  is  exciting  enough  without  having  to 
face  the  prospect  of  catastrophic  litigation.  Let  the 
insurance  professionals  at  physician  owned  and  operated 
State  Volunteer  Mutual  Insurance  Company  help  keep  your 
stress  level  in  check.  For  20  years,  our  financial  strength 
and  security,  powerfully  demonstrated  by  an  outstanding  rat- 
ing, has  helped  physicians  endure  an  increasingly  hostile 
legal  environment.  Join  the  more  than  9,000  practicing 
physicians  who  have  chosen  SVMIC  as  their  malpractice 
insurer.  It’ll  do  your  heart  good. 


STATE  VOLUNTEER  MUTUAL  INSURANCE  COMPANY 

For  niore  information,  contact  Randy  Meador 
P.O.  Box  1065 
Brentwood,  TN  37204-1065 

1-800-342-2239  or  (615)  377-1999  • FAX  (615)  377-9192 
email  address;  svmic@aol.com 


